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progestational agent 
with 

unexcelled potency 
and 

unsurpassed efficacy 
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in functional uterine bleeding 


Functional uterine-bleeding is usually due 

to failure of ovulation with sustained estrogenic 
stimulation of the endometrium in the absence 
of progesterone. The most effective type 

of hormone in arresting a bout of functional uterine 
bleeding is a progestational agent.! Administered 
orally, NORLUTIN produces presecretory to secretory 
and marked progestational endometrium in 

3 to 14 days.!> The return of normal menstruation 
frequently can be induced by continued cyclic 
therapy with NORLUTIN during successive months. 


case summary 


A 44-year-old woman had spotting and bleeding 
for 10 days. She was treated with NORLUTIN, 
10 mg. twice daily for 4 days. Bleeding stopped 
during medication and 24 to 72 hours after 
cessation of therapy normal withdrawal 
bleeding occurred. 


References: (1) Greenblatt, R. B., & Clark, S. L.: 
M. Clin. North America, Philadelphia, 

W. B. Saunders Company (Mar.) 1957, p. 587. 
(2) Greenblatt, R. B.: J. Clin. Endocrinol. 
16:869, 1956. (3) Hertz, R.; Waite, J. H., 

& Thomas, L. B.: Proc. Soc. Exper. Biol. & Med. 
91:418, 1956. 


(norethindrone, Parke-Davis ) 


INDICATIONS FOR NORLUTIN: conditions involving deficiency 
of progesterone such as primary and secondary amenorrhea, 
menstrual irregularity, functional uterine bleeding, 
endocrine infertility, habitual abortion, threatened abortion, 
premenstrual tension, and dysmenorthea. 


PACKAGING: 5-mg. scored tablets (C. T. No. 852), bottles of 30. 


PARKE, DAVIS & COMPANY + DETROIT 32, MICHIGAN 
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(brand of florantyrone) 


The excellent results with Zanchol in pa- 
tients whose gallbladders have been re- 
moved have been most pronounced in two 
phases of management: 


1. Early—Zanchol in Postoperative Care. 
T-tube studies have demonstrated that 
Zanchol increases the volume and fluidity 
of bile, at the same time changing its color 
to a clear, brilliant green. The greatly im- 
proved abstergent cleansing action of the 
bile is noted in its ability to keep the T 
tubes clean’ without rinsing in most cases. 


2. Late—Zanchol in Postcholecystectomy 
Syndrome. By improving the physico- 
chemical properties of bile and increasing 


Fills an Important Postcholecystectomy Need 


SYNTHETIC BILIARY ABSTERGENT 


its flow, Zanchol acts to eliminate biliary 
stasis and sharply reduce or eliminate bil- 
iary sediment. The drug may be employed 
in both prophylaxis and therapy of the post- 
cholecystectomy syndrome. 


Medical Indication for Zanchol 

This includes the treatment of patients 
with chronic cholecystitis for which sur- 
gery is not required or may be impossible 
for any reason. 


Dosage: one tablet three or four times 
daily. Tablets of 250 mg. each. 


G. D. Searle & Co., Chicago 80, Illinois. 


Research in the Service of Medicine. 
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Second day, after Zancho! administration. 


Third day. 


J 
UJ Fourth day 


1. McGowan, J. M.: Clinical Significance of Changes in 
Common Duct Bile Resulting from a New Synthetic 
Choleretic, Surg., Gynec. & Obst. 103:163 (Aug.) 1956. 


U Fifth day. 
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First day, before administration of Zanchol. 
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DIABETES FOLLOWING TRANSIENT GLYCOSURIA* 


Diabetes 
— diet alone 
A 27 patients 
(21%) 
Diabetes 
Potential —on insulin 
Diabetes 18 patients 
16 patients (14%) 
(13%) 


Non-Diabetic 
65 patients 
(52%) 


should a non-diabetic, 
transient glycosuria ever be 
considered unimportant? 


Never. A patient showing even a mild transient glycosuria should 
be observed for years as a diabetic suspect.* 


Ultimate diagnosis on 126 patients with a previous transient mild 
glycosuria. Twenty diabetics were discovered 5-10 years after a 
recorded glycosuria— 10 diabetics after more than 10 years.* 
*Murphy, R.: Connecticut M. J. 21:306, 1957. 


C0 LOR CA LI B R ATE D CLI NITESTecazent Tablets 


the STANDARDIZED urine-sugar test 
for reliable quantitative estimations 


« full color calibration, clear-cut color changes 

+ established “plus” system covers entire critical range 

« standard blue-to-orange spectrum long familiar to diabetics 
* unvarying, laboratory-controlled color scale 


AMES COMPANY, INC ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 45457 
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a more 
effective 
nasal cecongestant 


NAD 


TABLETS 


TDC (TIMED DISINTEGRATION CAPSULES) 


for prompt, | Realistic dosage of the potent vasoconstrictor, 
more complete, phenylephrine hydrochloride, combined with the 


dependable antihistamine, pyrilamine maleate... 


day-ana-night relief in the 


for mutually enhancing, oral efficacy in 
common cold 


clearing stuffy nose, combatting allergic turgidity, 
nasal allergies draining clogged sinuses, relieving postnasal drip. 


Sinusitis | patients breathe easier, 
feel so much more comfortable 


in 


in 
each tablet | each TDC* 
Phenylephrine HCI U.S.P. 10 mg. 15 mg. 
Pyrilamine Maleate U.S.P. 25 mg. 45 mg. 


NADEC provides 


*Timed Disintegration Capsule affords up to 8 hours relief. 


DOSAGE: | to 2 tablets p.c. Children | tablet, p.c. 
or | capsule b.i.d., 12 hours apart (adults) 


SUPPLIED: Bottles of 100 green tablets or orange 
Sample and literature from. . . T.D. Capsules 


THE TILDEN COMPANY ©: NewLebanon, N.Y. 
Oldest Manufacturing Pharmaceutical House in America + Founded 1824 
Vor. 85, Apri, 1958 
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the best broad-spectrum antibiotic to use is 


Capaules (250 mg./250,000 u.), bottles 
of 16 and 100. Half-Strength Capsules 
(125 mg./125,000 u.), bottles of 16 
and 100. Suspension (125 mg./125,000 
u.), 2 oz. bottles. Pediatric Drops (100 
mg./ 100,000 u.), 10 ce. dropper bottles, 


SQuIBB 


Squibb Quality— 
the Priceless Ingredient 


debilitated 


elderly 


diabetics 


infants, especially prematures 
those on corticoids 


e those who developed moniliasis on previous 
broad-spectrum therapy 


those on prolonged and/or 
high antibiotic dosage 


women—especially if pregnant or diabetic 


MYSTECLIN-V 


Squibb Tetracyctine Phosphate Complex (Sumycin) and Nystatin (Mycostatin) 


ycin plus My 


for practical purposes, Mysteclin-V is sodium-free 


for “built-in” safety, Mysteclin-V combines: 


1. Tetracycline phosphate complex (Sumycin) for superior 
initial tetracycline blood levels, assuring fast transport of 
adequate tetracycline to the infection site. 


2. Mycostatin—the first safe antifungal antibiotic—for its 
specific antimonilial activity. Mycostatin protects 

many patients (see above) who are particularly prone to monilial 
complications when on broad-spectrum therapy. 


MYSTECLIN-V PREVENTS MONILIAL OVERGROWTH 


25 PATIENTS ON * 25 PATIENTS ON 
TETRACYCLINE ALONE TETRACYCLINE PLUS MYCOSTATIN 
After seven days After seven days 
Before therapy of therapy Before therapy of therapy 
| 
| 
eescee 20000 282880080 
Monilial overgrowth (rectal swab) \ None @ Scanty eB Heavy 
Chiids, A. J.: British M. J. 1:660 1956. 


VirGINIA MepicaL MONTHLY 


YOU TREAT 
: 
.* 
“ay 
| 
168 
: 


in common 


mixed 


...tetracycline 


EFFICIENT FORM 
phosphate 5 Phos hate Produces more tetracycline 

alone in the blood with no more in 
the dose. No calcium to 


for children: depress blood levels.' Basic 


broad-spectrum therapy in 
PANMYCIN 
otitis. media, ‘tonsillitis, and 


other common respiratory 


fy ru infections. 
L. Weich, Hy Wright, W. W.; and 


Statta, A. W. Antibiotic Med. 
& Clin, Therapy 4:620, 1957. 


serious 
infections - THE BREADTH OF 
..teracycine PANALBA PLus 
phosphate DEPTH OF ALBAMYCIN' 


plus for children: Offers maximum antimicrobial 


ae action at the earliest 
A A L BA K 
i antibiotic preparation of first 


TRADEMARA 


resort in pneumonia of 
G r n { unknown etiology, carbuncles, 
rs | Ul es multiple furunculosis, 
cellulitis, and infections 
resistant to previous therapy. 


for the REG. U. S. PAT. OFF. TH @RAND 
7 monilia- 
susceptible © 
types C O MYC PANMYCIN PHOSPHATE 
PLUS THE ANTIMONILIAL 
...tetracycline @ PROTECTION OF NYSTATIN 
phosphate $y The logical choice for 
patients requiring high doses 
plus of antibiotics or prolonged 
nystatin antibiotic therapy; for 


patients with previous 

monilial complications; for 
diabetics; patients on 

Upjohn corticoids; the pregnant, 
2 debilitated, or elderly; and 
for infants, especially the 


_. The Upjohn Company, Kalamazoo, Michigan 
REG. Ss. OFF premature. 


CLINICAL 
UDGMENT 
DICTATES 


THE CHOICE OF 
SYSTEMIC ANTIBIOT 
IS A MATTER | 
CLINICAL JUDGME! 


PANMYCIN PHOSPHATE IN 
COMMON MIXED INFECTION 


USUAL DOSAGE: ADULTS: 250 mg. every 6 hours or 500 mg. every 12 hours. CHILI 
Approximately 8 mg. per pound of body weight daily, in four equally divided doses | 
6 hours, or two equally divided doses every 12 hours. 


SUPPLIED: CAPSULES: 250 mg. in bottles of 16 and 100; 125 mg. in bottles of 25 and 


PANMYCIN KM SYRUP: Each teaspoonful (5 cc.) contains tetracycline equivalent tc 
mg. tetracycline hydrochloride, and potassium metaphosphate, 100 mg., mint 
flavor, in 2 fluidounce and pint bottles. 


IN POTENTIALLY 
SERIOUS INFECTIONS 


USUAL DOSAGE: ADULTS: 1 or 2 capsules three or four times a day, depending on the 
and severity of the infection. CHILDREN: Proportionately less. 


SUPPLIED: Each powder-blue-and-brown capsule contains Panmycin (tetracy 
Phosphate complex equivalent to 250 mg. tetracycline hydrochloride, and Albar 
(as novobiocin sodium) 125 mg.; in bottles of 16 and 100. 


Also available: PANALBA KM GRANULES (Pediatric). When reconstituted, each 
teaspoonful contains Panmycin equivalent to tetracycline hydrochloride, 125 mg 
Albamycin (as novobiocin calcium) 62.5 mg., and potassium metaphosphate 100 mr 
pleasantly flavored vehicle. Dosage is based upon amount of tetracycline—6 to 8 m; 
pound of body weight per day in 2 to 4 equally divided doses. 


COMYCIN FOR THE 7 MONILI 
SUSCEPTIBLE TYPES 


USUAL DOSAGE: ADULTS: 1 or 2 capsules every 6 hours. CHILDREN: Proportionately 


SUPPLIED: Each brown-and-pink capsule contains tetracycline phosphate complex, 
alent to 250 mg. tetracycline hydrochloride; nystatin 250,000 units. In bottles 
and 100. 


Upjec 


The Upjohn Company, Kalamazoo, Mi 
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in cases of tension 


Serpate 


(Reserpine, Vale) 


. . the preferred drug where anxiety or emotional agitation 


must be controlled 


... provides sedation without hypnosis, o sense 
of relaxed well being and tranquility 


= ‘ ... effects a graduel-ond sustained lowering of 
elevated blood pressure in patients with 
mild, labile or essential hypertension 


Supplied: 0.1 mg. ond 0.25 mg. tablets in bottles of 100, 
500 ond 1000, or on prescription at leading 
phormacies 


RAUWOLFIA 
SERPENTIN 


in cases of hypertension 


(Rauwolfia Serpentina, Vale) 


... double assayed te insure optimal therapeutic effect 


tested chemically to insure total alkaloid content 
tested biologically to imsare uniform hypatersive action 


.. ideal therapy in labile and moderote hyper- 


tension of as adjunctive therapy in severe 
hypertension 


. achieves gradual lowering of the blood pressure, 


gentle sedation, tranquilization with prolonged 
effect even after cessation of therapy 


: 50 mg. and 100 mg. tablets in bottles of 100 and 


1000, or on prescription at leading pharmacies 


(ass THE VALE CHEMICAL COMPANY, INC. allentown, pa. 


PHARMACEUTICALS 
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PENETRATES | N CO N STI PATI O N 


TO SOFTEN STOOLS WITHOUT TISSUE DEHYDRATION 
AND MAKE THEM MOVE WITHOUT STRAINING 


COLLOIDAL EMULSION OF MINERAL OIL AND IRISH MOSS (patch) 


PROVEN SAFE...EFFECTIVE - IN PREGNANCY - IN 
CHILDHOOD - IN MIDDLE-AGED PATIENTS + IN ELDERLY 
PATIENTS - THROUGH MORE THAN 25 YEARS OF USE 


AVAILABLE in three pleasant-tasting formulas: 
for the average patient 
KONDREMUL (Plain) 
containing 55% mineral oil. Bottles of 1 pint. 
for more hypotonic cases 
KONDREMUL WITH CASCARA 

EASES EVACUATION ‘« > 0.66 Gm. non-bitter Ext. Cascara per tablespoonful. 

Bottles of 14 fl.oz. 
for more resistant constipation 

*Unique encapsulation of KONDREMUL WITH PHENOLPHTALEIN 

millions of minute oil 0.13 Gm. (2.2 gr.) phenolphthalein per tablespoonful. 


globules by Irish moss : 
assures complete pene- Bottles of 1 pint. 


trant diffusion in stools. 
patch) THE E. L. PATCH COMPANY Stoneham, M 


70 YEARS OF SERVICE TO THE MEDICAL PROFESSION 


ADDS FORMED BULK 


VIRGINIA Mepical. MONTHLY 
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The American Way 


is peace, prosperity, and goodwill to- 
ward our fellow man—to invest our 
time in educating and 
learning; and our money 
in good citizens and fine 
institutions. 


One of the finest institu- 
tions of your State is Rich- 
mond Hotels Incorporated, 
one that maintains the highest modern 
hotel standards .. . one that combines 
the hospitality and charm of the old 
and the convenience and comfort of 
the new. 


John Marshall William Byrd 
King Carter Richmond 
Richmond Hotels Incorporated 


Every Virginia Doctor Should 
Have These Books! 


The history of medicine in the Old Common- 
wealth from Jamestown to the beginning of the 
present century is a work every doctor should be 
proud to own. Complete and intensely interesting. 


Medicine In Virginia 


By WyNDHAM B. BLAnTon, M.D. 


Published under Auspices of 
Medical Society of Virginia 


Reduced price to members of the 
Medical Society of Virginia 


3 Volumes for $5.00 
(formerly $9.75) 


Order through 


Medical Society of Virginia 
1105 West Franklin Street 
Richmond, Virginia 


SUPPLIED: Bottles 


85, ApriL, 1958 


IN THE MANAGEMENT OF 
URINARY TRACT INFECTIONS 
YOU CAN BE SURE WITH 


SUROMATE 


NEW TRIPLE SULFA WITH THE DOUBLE PLUS 


EACH TABLET CONTAINS: Superior, broad-spectrum an- 


tisepsis. Highly soluble, rap- 


idly absorbed, maintains high 
g.u. concentrations. Effective 
in lowdosage with minimal risk 
of crystalluria, sensitization, 


. resistance or superinfection. 


Prompt antispasmodic and 


urgency. 


- anti-irritant relief of pain and 


Diuresis and alkalization to 
enhance sulfonamide solubil- 


ity and safety. 


THE E. L. PATCH COMPANY 


Stoneham, Massachusetts 


70 YEARS OF SERVICE TO THE MEDICAL PROFESSION 


‘ 
: 
Sulfadiazine 100 mg. 
Sulfamerazine 100 mg ; 
and 
Sulfacetamide 100 mg. 
+ Ext. Hyoscyamus 5.75 mg 
+ Potassium citrate. 200 
of 100 tablets. 
é Vo. 13 
. 


indicates 7 


Gastric distress accompanying “predni-steroid” 
therapy is a definite clinical problem —well 
documented in a growing body of literature. 


*“In view of the beneficial re- *“It is our growing convic- *“The apparent high inci- 
sponses observed when antacids tion that all patients receiving dence of this serious [gastric] 
and bland diets were used concom- oral steroids should take each _ side effect in patients receiving 
itantly with prednisone and predni- dose after food or with ade- prednisone or prednisolone 
solone, we feel that these measures quate buffering withaluminum suggests the advisability of 
should be employed prophylacti- or magnesium hydroxide prep- routine co-administration of an 
cally to offset any gastrointestinal arations.”—Sigler, J. W. and aluminum hydroxide gel.”— 

> side effects.”—Dordick, J. R. et al.: Ensign, D. C.: J. Kentucky Bollet. A. J. and Bunim, J. J.: 
N. Y. State J. Med. 57:2049 (June State M. A.5.4:771 (Sept.) 1956. J. A. M. A. 158:459 (June 11) 
15) 1957. 1955. 


One way to make sure that patients receive 
, full benefits of “predni-steroid” therapy plus 
positive protection against gastric distress is 
by prescribing CO-DELTRA OF CO-HYDELTRA. 


* provide all the benefits 
of “Predni-steroid” therapy— 
e plus positive antacid protection 


against gastric distress 
multiple compressed tablets 


PREDNISOLONE BUFFERED 


2.5 mg. or 5.0 mg. of prednisone 
or prednisolone, plus 300 mg. of 
dried aluminum hydroxide gel 
and 50 mg. magnesium trisili- 
cate, in bottles of 30, 100, 500. 


MERCK SHARP & DOHME pivision of MERCK & CO., Inc, Philadelphia 1, Pa Pp 
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metaphosphate produced markedly higher blood levels 
than capsules containing either the corresponding 
base or the hvdrochioride alone. In addition, the 
average levels aerived from the tetracycline base or 
the chlortetracycline base were higher than those pro- 
duced by the corresponding hydrochloride though 
lower than those resulting from the mixture contain- 
ing the base and sodium metaphosphate. In the study 
with chiortetracycline® capsules containing a mixture 
of the hydrochloride and sodium metaphosphate were 
also included in the crossover, and the average levels 
produced by these capsules were the same as with the 
mixture of chlortetracycline base with sodium meta- 
phosphate. 

Although the enhancement of blood levels of tetra- 
cycline by phosphate, either complexed to the tetra- 
cycline or mixed with the base or the hydrochloride, 
thus seemed fairly well established, some doubts still 
remained because certain reliable observers (includ- 
ing many whose results have not been published) 
failed to confirm the findings with the materials and 
methods they used. Further confusion seemed to be 
added by a subsequent report of Welch et al.,’ who, 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Jan. 9, 1958 


cycline base. Dicalcium phosphate and food resulted 
in lower, and sodium metaphosphate in higher, serum 
antibacterial activity than was observed in their ab- 
sence. Oil and sorbitol did not interfere with tetra- 
cycline absorption. 

Dicalcium phosphate is widely used as a filler in 
various capsules, including those of the tetracyclines. 
The authors cite a large number of other studies that 
implicate the presence of calcium ions as the cause of 
the reduced absorption of tetracyclines and show that 
citric acid can partially neutralize this effect. The 
depressing effect of food on the serum levels of tetra- 
cycline is likewise explained by the goodly amount of 
minerals contained in commercial laboratory diets, 
and they postulate that the multivalent cations may 
be responsible for the poorer absorption of the drug. 
The authors could not explain the failure of citric 
acid to enhance serum concentrations when admin- 
istered with tetracycline base in contrast to its marked ~ 
effect when given as the hydrochloride. However, 
they hypothesized that the ability of citric acid to 
enhance serum levels of tetrar its 
ability to form comple+== 


‘en 
in repeating a crossover study with capsules of tetra-. ~~~vailahle_for-”” ‘ he 
cycline phosphate complex and tetracycline _h~dre/ chloride th 
chloride with and without | \ine hydro th 
phate, foup ee Te tracy© 
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the last mentioned report of Welci: 
et al.? hese data were based on thoroughiy con- 
trolled studies both in rats* and in man® an: include 
additional findings that serve to explain, :ai.ly con- 
clusively, the various discrepancies that have been 
mentioned. 

The experiments in rats* were carried out to study 
the effects of citric acid, dicalctum phosphate, sodium 
metaphosphate, food, oil and sorbitol on the serum 
antibacterial activity produced by the administration 
of tetracycline hydrochloride or tetracycline base. 
Citric acid administered in equal weight with tetra- 
cycline hydrochloride gave the highest concentrations 
of all the preparations studied. No enhancing effect 
was obtained from citric acid when given with tetra- 


gration 


Miched 


studied. 


ct al. P that in their the capsules 
tetracycline hydrochloride, chlortetracycline hydro- 
chloride and tetracycline phosphate complex all con- 
tained dicalcium phosphate as a filler, whereas the 
capsules containing citric acid and sodium hexameta- 
phosphate did not contain any dicalcium phosphate. 
This could clearly explain the discrepancies noted in 
that study. Likewise, the inconsistencies in other 
studies may very well have been due to the presence 
of calcium as fillers in some of the capsules and not 
in others. 

This, however, fails to explain the most recent find- 
ings of Welch and Wright,"° who compared the ab- 
sorption of three capsules, each containing 250 mg. of 
oxytetracycline hydrochloride — one without any ad- 
juvant, one with 250 mg. of citric acid and the third 
with 380 mg. of sodium hexametaphosphate ; no other 
filler was contained in any of these capsules. In triple 
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TETRACYCLINE HC 


is 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMI!D COMPANY, PEARL RIVER. NEW YORK 


*Reg. U. S. Pat. Off 
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SANBORN VISETTE 


electrocardiograph 


Everything you need for taking an accurate, permanent, directly- 
recorded electrocardiogram is now available in a “package” the 
size of a portable typewriter, and that weighs only 18 pounds! 
This is the new Model 300 VISETTE — a completely modern, 
transistorized ECG recently introduced by Sanborn Company. 
The unique design has made possible for the first time a clinically 
accurate instrument that is /ruly compact and fully portable. 

By actual use — in your own examining room, in your patient's 
home, at a hospital — you can discover the Visette’s value and 
portability. Convenience of use, greater ease of operation — and 
even simpler, faster servicing, should the need arise — comprise 
the design concept of this new Sanborn instrument. 

A comprehensive folder describing the Model 300 VISETTE 
electrocardiograph is available on request. Or call the Sanborn 
Company Branch Office or Service Agency in your locality for a 
demonstration in your oflice — to see for yourself the advantages 
of owning the ECG that “brings ‘cardiography to your patient.” 


The established Sanborn Model 51 Viso-Cardiette is also 
available for those who prefer a larger, heavier (34 Ibs.) 
instrument — $785.00, delivered. Mony doctors use their 
“51 Viso” in the office and the Visette on “cardiograph calls.” 


Beruespa Branch Office 

8118 Woodmont Ave. 

Oliver 6-5170 and 6-5171 SANBORN COM 
RicHMOND Resident Representative MEDICAL DIVISION 
301 E. Franklin St., Milton 9-1108 175 Wyman Street, Waltham 


18 VirGinta MepicaL MonTHLY 


: 
; 
— \ 
brings eardiocraphy to your patient 
| 
\ 
3 
— 
—— 
a.) 
18 its / 
continental U.S.A be 
G 
aN 
: 


ae 


Lederle announces a major drug with great new promise 


a new corticosteroid created to minimize 


major deterrents to all previous steroid therapy 
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Triamcinolone LEDERLE 
9 alpha-fluoro-16 alpha-hydroxyprednisolone 


O a new high in anti-inflammatory effects with lower dosage 
(averages 1 3 less than prednisone) 


O a new low in the collateral hormonal effects associated 


with all previous corticosteroids 


@ No sodium or water retention 


@) No potassium loss 
Q No interference with psychic equilibrium 


(Q Low incidence of peptic ulcer and osteoporosis 


with 
particular emphasis 


on: 


Kidney function 


Animal studies on arntstocort! have not dem- 
onstrated any interference with creatinine or 
urea clearance. Autopsy surveys of organs of 
animals on prolonged study of this medication 
have shown no renal damage. 


Sodium and water 


ARISTOCORT produced an increase of 230 per 
cent of water diuresis and 145 per cent sodium 
excretion when compared to control animals." 
Metabolic balance studies in man revealed 
an average negative sodium balance of 0.8 
Gm. per day thre ughout a 12-day period on a 
dosage of 30 mg. per day. 2 Additional balance 
studies showed actual sodium loss when 
ARISTOCORT was given in doses of 12 mg. 
daily.* Other investigators observed significant 
losses of sodium and water during balance 
studies and that those patients with edema 
from some older corticosteroids lost it when 
transferred to aRIsTocorRT.*-* In two studies of 
various rheumatic disorders (194 cases) on 
prolonged treatment, sodium and water reten- 
tion was not observed in a single case.*:7 


Potassium and chlorides 


There was no active excretion of potassium 
or chloride ions in animals given mainte- 
nance doses of arisTocorT 25 times that 
found to be clinically effective.’ Potassium 
balance studies in humans** revealed that 
negative balance did not occur even with 
doses somewhat higher than those employed 
for prolonged therapy in rheumatoid arthri- 
tis. Hypokalemia, hyperkalemia or hypochlo- 
remia did not occur, when tested, in 194 
patients with rheumatoid arthritis treated for 
up to ten and one-half months.*. 


Biological Effects of 


Calcium and phosphorus 


Phosphate excretion in animals! was not 
changed from normal even with amounts 25. 
times greater (by body weight) than those 
known to be clinically effective. Human met- 
abolic balance studies* demonstrated that no 
change in calcium excretion occurred on dos- 

ages usually employed clinically when the 

compound i is administered for its anti-inflam- 

matory effect. Even at a dosage level twice 

this, slight negative balance appeared only 

during a short period. 


Protein and nitrogen balance 


Positive nitrogen balance was maintained dur- 
ing a human metabolic study on mainte- 
nance dosage of 12 mg. per day. At dosages 
two to three times normal levels, positive bal- 
ance was maintained except for occasional 
short periods in metabolic studies of several 
weeks’ duration.” 

There was always a tendency for normali- 
zation of the A/G ratio and elevation of blood 
albumin when aristocort was used in treat- 
ing the nephrotic syndrome.® 
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Anti-inflammatory potency of ARISTOCORT 
was determined by both the asbestos pellet! 
and cottonball® tests. It was found to be nine 
to 10 times more effective than hydrocortisone 
in this respect. 


Gastric acidity and pepsin 


pe 8 The precise mode of ulcerogenesis during 
¥ treatment with corticosteroids is not known. 
he There is much experimental evidence for be- 

: Pop lieving this may be related to the tendency of 
by these agents to increase gastric pepsin and 


aciditvy—and this cannot be abolished by vagot- 
omy, anticholinergic drugs or gastric antral 
resection.!° Clinical studies! of patients on 
ARISTOCORT revealed that uropepsin excretion 

is not elevated. Further, their basal acidity 

and gastric response to histamine stimulation 
were within normal limits. 


Central nervous system 


The tendency of corticosteroids to produce 
euphoria, nervousness, mental instability, oc- 
cocina! convulsions and psychosis is well 
known.'* The mechanism underlying these 
disturbances is not well understood. 

ARISTOCORT, on the contrary, does not pro- 
duce a false sense of well being, insomnia or 
tension except in rare instances. In the treat: 
ment of 82+ patients, for up to one year, not 
a single case of psychosis has been produced. 
In general, it appears to maintain psychic 
equilibrium without producing cerebral stim- 
ulation or depression. 


Liver glycogen deposition and 
inflammatory processes 


An intimate correlation exists between the 
ability of a corticosteroid to cause deposition 
of glycogen in the liver and its capacity to 
ameliorate inflammatory processes. 
1. Experimental Therapeutics Section, Lederle Laboratories. 
In animal liver glycogen studies, relative 
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The Promise of Aristocort 


in Reduction of Side Effects 


O It is axiomatic to affirm that the undesirable 
collateral hormone effects of corticosteroids 
increase in frequency and severity the higher 
the dosage and the longer used. 

It has also become well recognized that the 
most serious of the major side effects from 
long-term corticosteroid treatment are peptic 
ulcers, osteoporosis with fracture, drug psy- 
chosis and euphoria, and sodium and water 
retention leading often to general tissue 
edema and hypertension. 

It is significant that of the close to 400 pa- 
tients on the lower dosage schedules found 
effective in bronchial asthma and dermato- 
logic conditions, only | case of peptic ulcera- 
tion has developed. No other of the above 
side effects have been observed even though 
ARISTOCORT was administered continuously 
to them for periods as long as one year. 

The treatment of rheumatoid arthritis with 
steroids appears to result in the highest inci- 
dence of side effects. For this reason, the side 
effects associated with aristocort therapy in 
292 patients with rheumatoid arthritis are 
reported below. 


Peptic Ulcer 


The occurrence of peptic ulcer in 292 pa- 
tients with rheumatoid arthritis treated con- 
tinuously for up to one year with aRISTOCORT 
is approximately | per cent (2 of the 3 
occurred in patients transferred from predni- 
sone). In the remaining 532 cases recently 
analyzed, only one ulcer has been discovered 
in a patient who apparently had no ulcer 
when he was changed from another steroid. 


Osteoporosis and 
Compression Fractures 


The occurrence of osteoporosis with com- 
pression fracture in 292 patients with rheu- 
matoid arthritis treated continuously for up to 
one year with aristocort is 0.33 per cent 
(1 case"). Although these results are encour- 
aging, determination of the true incidence 
of osteoporosis will have to await the passage 
of more time. 


Euphoria and Psychosis 


The euphoria so commonly produced by all 
previous corticosteroids has seemed a most 
desirable attribute to patients. In penalty, 
however, they have often later to pay for this 
by mental disturbances, varying from mild 
and transitory to severe depression and psy- 
chosis,” and toxic syndromes producing even 
convulsions and death.* 

Since the onset of these complications is not 
directly related to duration of steroid admin- 
istration,* the fact that not one case of psy- 
chosis occurred in 824 patients treated with 
ARISTOCORT, is most encouraging. 
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Sodium Retention—Hypertension- 
Potassium Depletion 


When 17 patients were changed from predni- 
sone to ARISTocoRT, || rapidly lost weight al- 
though only one had had visible edema.® 
Sodium and water retention, hypokalemia 
or hyperkalemia and steroid hypertension did 
not appear in 194 rheumatoid arthritis pa- 
tients treated with arisTocorT.':® 

The interrelation between blood and body 
sodium, and steroid hypertension has long 
been generally appreciated.7"* Except in 
rare instances, or when unusually high doses 
are used (e.g., leukemia), the problem of 
edema and hypertension caused by sodium 
and water retention, has been eliminated 
with ARISTOCORT. 


Minor Side Effects 


Collateral hormonal effects of less serious con- 
sequence occurred with approximately the 
same frequency as with the older corticoster- 
oids.' These include erythema, easy bruising, 
acne, hypertrichosis, hot flashes and vertigo. 
Several investigators have reported symptoms 
not previously described as occurring with 
corticosteroid therapy, e.g., headaches, light- 
headedness, tiredness, sleepiness and occa- 
sional weakness. 

Moon facies and buffalo humping have 
been seen in some patients on ARISTOCORT. 
However, aristocort therapy, in many in- 
stances, resulted in diminution of “Cushin- 
goid” signs induced by prior therapy. Where 
this occurs, it may be related to reduced 
dosage on which patients can be maintained. 


Reduction of dosage 
by one-third to one-half 


In a double-blind study of comparative dos- 
age in patients with rheumatoid arthritis,° 
70 per cent of the cases were as well controlled 
on a dose of arnistocorT one-half that of pred- 
nisone. A general recommendation can be 
made that aristocorT be used in doses two- 
thirds that of prednisone or prednisolone in 
the treatment of rheumatoid arthritis. There 
are individual variations, however, and each 
patient should be carefully titrated to produce 
the desired amount of disease suppression. 
Comparative studies, of patients changed 
from prednisone, indicate reduced dosage of 
aristocorT in bronchial asthma and allergic 
rhinitis (33 per cent),> and in inflammatory 
and allergic skin diseases (33-50 per cent).’*"' 


»neral Precautions and 


Contraindications 


Administration of aristocort has resulted 
in lower incidence of major serious side 
effects, and in fewer of the troublesome minor 
side effects known to occur with all previously 
available corticosteroids. However, since it is 
a highly potent glucocorticoid, with profound 
metabolic effects, all traditional contraindica- 
tions to corticosteroid therapy should be ob- 
served. 

No precautions are necessary in regard to 
dietary restriction of sodium or supplementa- 
tion with potassium. 

Since aristocort has less of the traditional 
side effects, the appearance of sodium and 
water retention, potassium depletion, or 
steroid hypertension cannot be used as signs 
of overdosage. As a rule patients will lose 
some weight during the first few days of 
treatment as a result of urinary output, but 
then the weight levels off. 

Patients do not develop the abnormally 
voracious appetite common to previous corti- 
costeroid administration. In fact, some patients 
experienced anorexia, and it is advisable to 
inform patients of this and to recommend 
they maintain a normal intake of food, with 
emphasis on liberal protein intake. 

While precipitation of diabetes, peptic 
ulcer, osteoporosis, and psychosis can be ex- 
pected to appear rarely from ARISTOCORT, 
they must be searched for periodically in 
patients on long-term steroid therapy. 

Traditional precautions should be observed 
in gradually discontinuing therapy, in meet- 
ing the increased stress of operation, injury 
and shock, and in the development of inter- 
current infection. 

There is one overriding principle to be ob- 
served in the treatment of any disease with 
ARISTOCORT. The amount of the drug used 
should be carefully titrated to find the smallest 
possible dose which will suppress symptoms. 
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The Promise of A\r1stOCOrt 


in Rheumatoid Arthritis 


-)aristocort therapy has been intensely and 


extensively studied for periods up to one year 
on 292 patients with rheumatoid arthritis. 

Significant is the fact that most patients were 
severe arthritics, transferred to ARISTOCORT 
from other corticosteroids because satisfactory 
remission had not been attained, or because 
the seriousness of collateral hormonal effects 
had made discontinuance desirable. 


Results of treatment 


Freyberg and associates' treated 89 patients 
with rheumatoid arthritis (A. R. A. Class II 
or III and Stage II or III). Of these, 51 were 
on Aristocort therapy from three to over 10 
months. In all but a few patients, satisfactory 
suppression of rheumatoid activity was ob- 
tained with 10 mg. per day. Thirteen were 


‘controlled on 6 mg. or less a day, and for 


periods to 180 days. The investigators reported 
therapeutic effect in most cases to be A. R. A. 
Grade II (impressive) and that marked re- 
duction in sedimentation rates occurred. 

Another interesting observation in this 
study: Of the 89 patients treated, 12 had ac- 
tive ulcers, developed from prior steroid ther- 
apy. In six patients, the ulcers healed while 
on doses of ARISTOCORT sufficient to control 
arthritic symptoms. 

Hartung” treated 67 cases of rheumatoid 
arthritis for up to 10 months. He found the 
optimum maintenance dose to be 11] mg. per 
day. Nineteen of these patients were treated 
for six to 10 months with an “excellent” thera- 
peutic response. 


Dosage and course of therapy 


The initial dosage range recommended is 14 
to 20 mg. per day—depending on the severity 
and acuteness of signs and symptoms. Dosage 
is divided into four parts and given with 
meals and at bedtime. Anti-rheumatic effect 
may be evident as early as eight hours, and 
full response often obtained within 24 hours. 
This dosage schedule should be continued 
for two or three days, or until all acute mani- 
festations of the disease have subsided, 
whichever is later. 

The maintenance level is arrived at by re- 
duction of the total daily dosage in decre- 
ments of 2 mg. every three days. The range 
of maintenance therapy has been found to 
be from 2 mg. to 15 mg. per day—with only 
a very occasional patient requiring as much 
as 20 mg. per day. Patients requiring more 
than this should not be long continued on 
steroid therapy. 

The aim of corticosteroid therapy in rheu- 
matoid arthritis is to suppress the disease only 
to the stage which will enable the patient to 
carry out the required activities of normal 
living or to obtain reasonable comfort. The 
maintenance dose of aARISTOCORT to achieve 
this end is arrived at while making full use of 
all other established methods of controlling 
the disease. 

ARISTOCORT is available in 2 mg. scored tablets 
(pink); 4 mg. scored tablets (white). Bottles 
of 30. 
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The Promise of A\ristocort 


in Respiratory Allerg 


About 200 patients with respiratory allergies 
have been treated with aristocort for con- 
tinuous periods up to eight months. 


Results of treatment 


Sherwood and Cooke! 2 gave ARISTOCORT to 
42 patients with bronchial asthma and allergic 
rhinitis. Average dose needed to control the 
asthmatic group Was approximately 6 mg. per 
day (range, 2 to 14 mg. ). Results, w liek were 
called ' ‘good to excellent” in all but four, were 
achieved on one-third less than similarl\ ef 
fective doses of prednisone or prednisolone. 

The investigators noted other major im 
provements in ARISTOCORT therapy over the 
older steroids. There was no increase in blood 
pressure in any patient: on the contrary, in 
12 patients, there was reduction of pressure 
when they were transferred to aRIstocort. 
One patient had required auxiliz ary antihyper 
tensive drug therapy; over a nine week period 
on ARISTOCORT, the —_ gradually fell 
from 206/100 to 136/79. In snctlies case, the 
pressure slowly dropped from 205/105 to 
154/86. 

The number of cases in which these inves 
tigators tried ARISTOCORT in allergic rhinitis 
was not large en ough to provide significant 
averages. Biowtden. the range of effective ther 
apy was from 2 to 6 mg. per day. These strik 
ingly low daily doses reualeed in control of all 
signs and sy mptoms. 

Schwartz* treated 30 patients with chronic, 
intractable bronchial asthma. At an average 
daily dose of 7 mg., he reported ‘ ‘good to ex- 
cellent” results in all but one. Spies, * Barach® 
and Segal,® reported similar results at aver. 

age daily maintenance doses of 4 to 10 mg. 
of ARISTOCORT. 


Dosage and course of therapy 


The initial dosage range recommended is 8 to 
14+ mg. of arnistocort daily. Although a rare, 
very severe Case may require more than this on 
first dav of therapy, these dosages will 
ally result in prompt alleviation of dyspnea, 
reezing and cyanosis. Patients are soon able 
to carry out a normal span of daily activity. 
The maintenance loved is arrived at by re- 
duction of the total daily dose every three 
days in decrements of 2 mg.; in the over-all 
series, the average daily dose for bronchial 
sthma is approximately 8 to 10 mg. and for 
allergic rhinitis, 2 to 6 mg. per day. All total 
daily doses should be divided into four parts 
and given with meals and at be dtime. As in 
every condition where corticosteroids are em 
ploved, each patients treatment should be 


individualized and the maintenance arrived 
at by careful titration against signs and sy mp 
toms of disease. 
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Patients with chronic bronchial asthma may 
require steroid therapy for several mo nths. 
And since asthma may be associated with 
cardiac disease. especially in the older age 
groups, ARISTOCORT is particularly useful be- 
cause of its ability to cause excretion of 
sodium and water. 

ARISTOCORT is available in 2 mg. scored tab- 
lets (pink); 4 mg. scored tablets (white 
Bottles of 30. 
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Syndrome 


Fourteen patients with the nephrotic syn- 
drome have been treated with arisTocort for 
continuous periods of up to six x weeks. 


Results of treatment 


Hellman and associates'* noted that 
ARISTOCORT, ause of its favorable electro- 


lyte effects, may well be the most desirable 
steroid to date in treatment of the nephrotic 
syndrome. However, thus far its use has been 


1 


reported in only 14 children. of whom 8 had 


a complete diuresis and of ali 
abnormal chemical findings. Four of the pa- 

had diuresis, “en continued to show 
some abnormal chemical findings, while two 
patients with signs of chronic renal disease 


tailed to respond. 


Dosage and course of therapy 


In order to pre oduce maximal response, 20 mg. 
should be given daily until diuresis occurs. 
The dose should then be decreased gradually 
and maintained around 10 mg. a day. After 
the patient has been in remission for some 
time, it may be advisable to diminish the dose 
gradually and discontinue aRISTOCORT. 


n Pulmonary Emphysema 


Fibrosis 


A 


Eleven patients with pulmonary emphysema 
and/or fibrosis were treated with ARISTOCORT 
for continuous periods of over two months. 


Results of treatment 


Only small series of cases observed by Barach,? 
Segal,* and Cooke,* are available. Barach 
treated patients who were not adequately con- 
trolled by prednisone, with the same dose of 
ARISTOCORT with significant improvement. 


Dosage and course of therapy 


The initial suppressive dose range recom: 
mended is 10-14 mg. daily. Frequently, there 
is a prompt decrease in cyanosis and dyspnea, 
with increase in vital capacity. 

The average maintenance dose level was 
8 mg. a day. If it is desired to maintain a pa- 
tient on ne therapy for some months, 
dosages as low as 2 mg. a ‘day have been suc- 
cessful. All decreases in dosage should be 
gradual and at a rate of 2 mg. decrements in 
total daily amount, every two to four days. 
The daily dosage is divided into four parts and 
given with meals and at bedtime. 
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Neoplastic Diseases 


-four children and adults have been 


ARISTOCORT fOr palliative treatment ot 


} - louk ia 
acute leukemia, chronic lympnatic leukemia 


Miscellaneous 


ana 


tympnosarcoma, iympnole uROSaTCOmMAa 
2 


Hodgkin's disease. 


Results of treatment 


Farber® has treated 22 children with acut 
leukemia for an average of three weeks. ( 
the 17 observed long enough to judge the 
efheacy of the medication, he rated five as 


excellent, three as good, two as fair and seven 


as poor responses. 
1} 
Hellman and associates’ gave ARISTOCORT 
to a group of patients with the various lym- 
phomas in doses of 40 to 50 mg. a day—occa- 
sionally up to mill 


Treatment was 

Continued in some cases r i weeks. .e 

sponse was classified as good for the palliative 


purposes for which the drug was given. 


Dosage and course of therapy 


Massive initial suppressive doses of 40 to 50 
} 

mg. per day in children (1 mg. /kg. /dav) and 
n 


up to 100 mg. a dav in adults have bee 


Responses to any specihc dosage in these 
] 
conditions vary so widely that only a general 


dosage range can be indicated. Treatment 


Patients with various other diseases have been 
treated by several clinical investigators. Thes 
DV Sverai Clinical investigators. ese 


ished for ARISTOCORT. Additional studies are 


Guilt 


V In progress and physicians desiring in 
mn on any { these diseases are re- 


juested to write ¢ Lederle Lab ratories, Pearl 
River, New York for availabl 
ARISTOCORT is available in 


‘ets (pink); + mg. scored tablets (white 


Bottles of 30. 


Bibliography 
man. L.. Zumof., B Kretshmer N. 


fresented at Nephrosis Conf., Bethesda, Md_. Ox 


2 nai ¢ mu ation. 5. Barach, A. L: Persona 
ation. 4. Segal, M. Personal mmunication 

5 R.A Communica nm. 6 arber, S. 
nat Communication. 7. Heilman. L.. Diamond H. D 


soa. R asiowitz, B.. Murphy, M. L.. Tan, C. and Zumof 


é 
> 
in 1 } } j 
must be individualized; rate of reduction in 
se nd dete nf 
Gosage and determination ot maintenance 4 
0) levels cannot be categorized. 
Inciude patients with osteoarthritis acute Dur- 
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Neart raliures, and adren: genital 
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There have not been sufficient patients in 
any Of the above categories t permit dehni- 
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The Promise of A\ristOCort 


have been successfully employed. Once le- 
sions are suppressed, gradually reduce dose 
to the maintenance level—which may be as 


low as 2 mg. per day. 


in Inflammatory and 
Allergic Skin Diseases 


O Over 200 patients with allergic and inflamma- 


tory skin diseases (including psoriasis, atopic 


1. Rein, C. R., Fleischmajer, R., and Rosenthal, A.: J.A.M.A., 
dermatitis, exfoliative dermatitis, pemphigus, 165:1821, 1957. 2. Sherwood, H., and Cooke, R. A.: Per- 
titis, contact dermatitis and angioneurotic — of by L., 

‘ ongress on eumatic Diseases, Toronto, June 28, 
edema) have been treated continuously with a 


ARISTOCORT for periods of up to eight months. 


in Disseminated Lupus 


Results of treatment Erythematosus 


Rein and associates' treated 26 patients with 


severe dermatitis. Twenty-four had been on 0 Forty patients with disseminated lupus ery- 


prednisone when changed to ARISTOCORT. 
While some had found satisfactory sympto- 
matic relief, others had also developed side 
effects—moon face, buffalo hump, increased 
appetite with excessive weight increases and 
gastro-intestinal disturbances. 

These investigators determined the equiva- 
lent dosage of anisTocorT to be approximately 
two-thirds that required to control symptoms 
on the previous corticosteroid. Thirteen of the 
26, who had developed moon face, noted 
either an actual decrease or no further in- 
crease when transferred to aRIsTocorT. In 
addition: Voracious appetites disappeared, 
with loss of weight in 11 patients; there was 
no elevation in blood pressure, and no neces- 
sity to restrict sodium or administer supple- 
mental potassium. Sherwood and Cooke,” and 
Shelley and Pillsbury® obtained similar results 
in allied disorders. 

Hollander* first observed that ARISTOCORT 
appears to have striking affinity for the skin 
and great activity in controlling such diseases 
as psoriasis, for which other corticosteroids 
have been indifferently effective. Shelley and 
Pillsbury,* in 50 cases of acute extending 
psoriasis found that over 60 per cent were 


markedly improved. 


Dosage and course of therapy 


The recommended initial suppressive dose 
range is 14 to 20 mg. per day. In very severe 
cases, temporary dosages up to 32 mg. a day 


thematosus were treated with artstocorT for 
continuous periods of up to nine months. 


Results of treatment 


Patients have responded very promisingly to 
therapy. Dubois' has had the largest single 
experience (28 cases) with arisTocort in the 
treatment of this disease. He reported 25 of 
the 28 responded favorably. 

Freyberg,” Hartung,® Hollander,* Spies,® 
and Segal,® each in smaller series of cases, 


reported similarly good therapeutic responses. 


Dosage and course of therapy 


The initial suppressive dose recommended is 
20-30 mg. daily. Once the desired effect is 
achieved, the dose should be reduced gradu- 
ally to maintenance levels (3 to 18 mg. per 
day). 

In severely ill patients large doses may be 
required for several days in order to preserve 
life. Even on these large doses, edema and 
sodium retention have not occurred. 

ARISTOCORT is available in 2 mg. scored tab- 
lets (pink); 4 mg. scored tablets (white). 
Bottles of 30. 
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meprobamate 
prolonged 
release 


Cap sules 
Evenly sustain relaxation of mind and muscle round the clock 


i 


WEPROSPAN CAPSULES IN THE WORKING TWO MEPROSPAN CAPSULES aT BEDTIWE 


Meprospan 


MEPROBA PROLONGED RELEASE CAPSULES 


® maintains constant level of relaxation 
@ minimizes the possibility of side effects 
Ssimplifies patient’s dosage schedule 


Desage: Two Meprospan capsules q. 12 h. 
Supplied: Bottles « 


} 


f 30 capsules. 
Each capsule contains 
Meprobamate (Wal lace) 200 mg. 
2-methy!-2-n-propy!-1 propaned Jicarbamate 


Literature and samples on request. 


@ WALLACE LABORATORIES, New Brunswick, N. J. 


CMe-€598-49 
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NEW TREATMENT 


for TUE 


ANGINA 
14 4 


‘Cardilate’ tablets P shaped for easy retention 
in the buccal pouch 


“... the degree of increase in exercise tolerance which sublingual ery- 
throl tetranitrate permits, approximates that of nitroglycerin, amyl 
nitrite and octyl nitrite more closely than does any other of the approxi- 
mately 100 preparations tested to date in this laboratory.” 


“Furthermore, the duration of this beneficial action is prolonged suffi- 
ciently to make this method of treatment of practical clinical value.” 


Riseman, J. E. F., Altman, G. E., and Koretsky, S.: 
Nitroglycerin and Other Nitrites in the Treatment of 
Angina Pectoris, Circulation Jan.) 1958. 


*"Cardilate’ brand Erythrol Tetranitrate SUBLINGUAL TABLETS, 15 mg. scored 


ral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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This is no time 


family physician. 


The time is right now! 
Get to know him well . . . consider him as 
One Series owls part of your family and be sure his name and 
of . of N paper Ads phone number are known by every 


Directed to Your Patients member of your family. 
and Our Customers.... 


When there’s an emergency, it’s reassuring 

to know that his familiarity with your family’s 
health gives you a head start toward prompt 
diagnosis and treatment. Get to know him now. 
And, when he prescribes medicines for you, entrust 
that prescription to Peoples for prompt, accurate 
filling . .. priced with uniform economy. 


|\ Bring Your Next Prescription to Peoples 


PEOPLES Certified 
PRESCRIPTIONS 


AT ALL PEOPLES SERVICE DRUG STORES 
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there’s pain and 
inflammation here... 
it could be mild 

or severe, acute 

or chronic, primary 
or secondary 
fibrositis—or even 
early rheumatoid 
arthritis 


more potent and 
comprehensive 
treatment than 
salicylate alone 


. assured anti-inflammatory 


effect of low-dosage 
corticosteroid’ 


. additive antirheumatic 


action of corticosteroid 
plus salicylate?* brings 
rapid pain relief; aids 

restoration of function. 


. wide range of application 


including the entire 
fibrositis syndrome 
as well as early or mild 
rheumatoid arthritis 


more manageable 
corticosteroid dosage 


. much less likelihood 


of treatment-interrupting 
side effects’ 


. simple, flexible 


dosage schedule 


: 
7 


Acute conditions: Two or three 
tablets four times daily. After 
desired response is obtained, 
gradually reduce daily dosage 
and then discontinue. 
Subacute or chronic conditions: 
Initially as above. When satisfactory 
control is obtained, gradually reduce 
the daily dosage to minimum 
effective maintenance level. For best 
results administer after meals and 
at bedtime. 

Precautions: Because SiGMAGEN 
contains prednisone, the 
same precautions and 
contraindications observed 
with this steroid apply also 
to the use of SIGMAGEN. 


in any case 
it calls for 


tablets 


Composition 
Mericorten® (prednisone) 0.75 mg. 


Acetylsalicylic acid 325 mg. 
Aluminum hydroxide 75 mg. 
Ascorbic acid 20 mg. 


Packaging: SicmaGen Tablets, bottles of 100 and 1000. 
References: 1. Spies, T. D., et al.: J.A.M.A. 159-645, 
1955. 2. Spies, T. D., et al.: Postgrad. Med. 17:1, 1955. 
3. Gelli, G., and Della Santa, L.: Minerva Pediat. 
7:1456, 1955. 4. Guerra, F.: Fed. Proc. 12:326, 1953. 
5. Busse, E. A.: Clin. Med. 2:1105, 1955. 6. Sticker, 
R. B.: Pane! Discussion, Ohio State M. J. 52:1037, 1956. 
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*Tests in a series of 25 patients show that 
there is “a definite and distinct lowering 
[of both volume of secretions and of free 
hydrochloric acid] in the majority of 
patients. .. . No patients had shown any 
increase in gastric secretions following ad- 
ministration of the drug.””* 


Now you have 4 advantages when 
you calm ulcer patients with ATARAX: 


1. ATARAX suppresses gastric secretions; 
others commonly increase acidity. 

2. ATARAX is “the safest of the mild tran- 
quilizers."* (No parkinsonian effect 
or blood dyscrasias ev er reported.) 

3. It is effective in 9 of every 10 tense 
and anxious patients. 

4. Five dosage forms give you maximum 
flexibility. 


supplied: 10, 25 and 100 mg. tablets, bottles of 
100. Syrup, pint bottles. Parenteral Solution, 


10 cc. multiple-dose vials. 


references: 1. Strub, I. H.: Personal commu- 
nication. 2. Ayd., F. J., Jr.: presented at Ohio 
Assembly of General Practice, 7th Annual 
Scientific Assembly, Columbus, September 18- 
19, 1957. 


New York 17, New York 
Diwision, Chas. Pfizer & Co., Ine. 


Vircinta Mepicat MontTHiy 


4 
| 
- there is one tranquili indicated IN peptic ulcer 
izer clearly indica see 
mcreéase... 
yastric 
secretion | 
24 


A NEW, CORTICOSTEROID MOLECULE WITH GREATER ANTIALLERGIC, 
ANTIRHEUMATIC AND ANTI-INFLAMMATORY ACTIVITY 


for your patients with 


= BRONCHIAL ASTHMA, ALLERGIC DISORDERS 
= ARTHRITIC DISORDERS = DERMATOSES 


Squibb Triamcinolone 


ENACORT 


Initial dosage: 8 to 20 mg. daily. After 2 to 7 days 
gradually reduce to maintenance levels. 

See package insert for specific dosages and precautions. 
1 mg. tablets, bottles of 50 and 500. 

4 mg. tablets, bottles of 30 and 100. 


Squibb Quality—the Priceless Ingredient 


far less : 
distress 
® safe to use in asthma with — 
associated cardiac disease; 
® does not produce secondary — 
ho unnatural psychic 
® often works when other 
glucocorticoids have 
@ and on a lower daily dosage 
Vor. 85, Aprit, 1958 25 


“Rheumatoid arthritis is a constitutional disease with symptoms affecting chiefly joints and muscies.’" “Pain 


in the affected joint is accompanied by splinting of the adjacent muscles, with resultant ‘muscle spasm.’ "2 
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ba o,8 MEPROLONE is the only anti- 

rheumatoid arth ritis rheumatic-antiarthritic designed to 
relieve simultaneously (a) muscle 
spasm (b) joint-muscle inflammation 

(c) physical distress . . . and may 

involves hoth thereby help prevent deformity and 
disability in more arthritic patients 
to a greater degree than ever before. 


ini t d SUPPLIED: Multiple Compressed 

join S ali Tablets in two formulas: 
MEPROLONE-2—2.0 mg. 
prednisolone, 200 mg. meprobamate 


mu | and 200 mg. dried aluminum 
SC es hydroxide gel (bottles of 100). 
MEPROLONE-1—supplies 1.0 mg. 


prednisolone in the same formula as 
MEPROLONE-2 (bottles of 100). 


1. Comroe’s Arthritis: Hollander, J. L, p. 149 (Fifth 
Edition, Lea & Febiger, Philadelphia, Pa. 1953). 

2. Merck Manual: Lyght, C. E., p. 1102 (Ninth 
Edition, Merck & Co., Inc., Rahway, N. J. 1956). 


MEPROLONE 


THE FIRST MEPROBAMATE PREDNISOLONE THERAPY 


meprobamate to relieve muscle spasm 
prednisolone to suppress inflammation 


relieves both 
muscle spasm 
and joint inflammation 


MERCK SHARP & DOHME Philadelphia 1, Pa. 
Division of MERCK & CO., INC. 
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now... 
unprecedented 
Sulfa 


therapy 


New authoritative studies show that KYNEX 
dosage can be reduced even further than that 
recommended earlier.’ Now, clinical evidence 
has established that a single (0.5 Gm.) tablet 
maintains therapeutic blood levels extending 
beyond 24 hours. Still more proof that KYNEXx 
stands alone in sulfa performance— 


e Lowest Oral Dose In Sulfa History—0.5 Gm. 
(1 tablet) daily in the usual patient for main- 
tenance of therapeutic blood levels 


e Higher Solubility—effective blood concentra- 
tions within an hour or two 


e Effective Antibacterial Range—exceptional 
effectiveness in urinary tract infections 


e Convenience—the low dose of 0.5 Gm. (1 tab- 
let) per day offers optimum convenience and 
acceptance to patients 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER. NEW YORK 


*Reg. U.S. Pat. Off. 


SULFAMETHOXYPYRIDAZINE LEDERLE 


NEW DOSAGE 

The recommended adult dose is 1 Gm. (2 tab- 
lets or 4 teaspoonfuls of syrup) the first day, 
followed by 0.5 Gm. (1 tablet or 2 teaspoonfuls 
of syrup) every day thereafter, or 1 Gm. every 
other day for mild to moderate infections. In 
severe infections where prompt, high blood 
levels are indicated, the initial dose should be 
2 Gm. followed by 0.5 Gm. every 24 hours. 
Dosage in children, according to weight; i.e., 
a 40 lb. child should receive 14 of the adult 
dosage. It is recommended that these dosages 
not be exceeded. 

Tablets: 

Each tablet contains 0.5 Gm. (7% grains) of sulfamethoxy- 
pyridazine. Bottles of 24 and 100 tablets. 

Syrup: 


Each teaspoonful (5 cc.) of caramel-flavored syrup contains 
250 mg. of sulfamethoxypyridazine. Bottle of 4 fi. oz. 


1 Nichols, R. L. and Finland, M.: J. Clin. Med. 49:410, 1957. 
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TAKE A NEW LOOK AT ALLERGENS 
PAKE A LOOK AT NEW DIMETANE 
There is no antihistamine better than DIMETANE for allergic protection. DIMETANE 
gives you good reasons to re-examine the antihistamine you are now using: unex- 
celled potency, unsurpassed therapeutic index and relative safety...minimum 
drowsiness or other side effects. Has been effective where other antihistamines have 
failed. DIMETANE Extentabs® (12 mg.) protect for 10-12 hours on one tablet. Also 
available: Tablets (4 mg.), Elixir (2 mg. per 5cc.). 
A. H. ROBINS CO., INC., Richmond 20, Virginia 


(PARABROMOYLAMINE MALEATE) 
Ethical Pharmaceuticals of Merit Since 1878 e r 
*Typical Allergens: Animal Hair and Dander + Pollen - Molds + Bacteria — te///, 
and Viruses - Feathers - Insect Scales - Vegetable Fibers and Seeds [Robins 
Plant Juices - House Dust - Drugs and Chemicals - Minerals and Metals a 


. 


Results with “. . . antacid therapy with DAA are essentially the same as... with 


potent anticholinergic drugs.” 
U 


Dihydroxy aluminum aminoacetate, N.N.R. 


In recent years, a number of new synthetic anticholiner- 
gic drugs with numerous and varying side effects have 
been investigated for treatment of peptic ulcer. However, 
a double-blind study conducted recently by Cayer et al 
suggests that the use of such anticholinergic drugs is 
seldom necessary. The authors concluded that “The 
percentage of ‘good to excellent’ results obtained in 


patients on continuous long-term antacid therapy with 
DAA (74°) is essentially the same as that previously 
noted in ulcer patients treated under similar conditions 
with potent anticholinergic drugs alone.” 

The authors’ choice of dihydroxy aluminum amino- 
acetate (DAA) was based on the fact that “the tablet 
form of DAA (is) more active than a variety of straight 
aluminum hydroxide magmas.” They further commented 
that “Because of the convenience of tablet medication 
as compared with the liquid gel—a convenience which 
in the use of other tablets is gained at the expense of 
therapeutic effectiveness—dihydroxy aluminum amino- 
acetate was used exclusively.” 

AtcLyN (dihydroxy aluminum aminoacetate) Tablets 
are supplied in bottles of 100 tablets (0.5 Gm. per tablet). 


BRAYTEN PHARMACEUTICAL COMPANY © Chattanooga 9, Tennessee 
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an ideal 
cerebral tonic 
and stimulant 
for the aged 


NICOZOL relieves mental 
confusion and deterioration, 
mild memory defects and 
abnormal behavior patterns 
in the aged. 


NICOZOL therapy will en- 
able your senile patients to 
live fuller, more useful lives. 
Rehabilitation from public 
and privateinstitutions may 
be accomplished for your 
mildly confused patients by 
treatment with the Nicozol 
formula. 1.2.3, 


NICOZOL is supplied in cap- 
sule and elixir forms. Each CONFUSION ... 


capsule or % teaspoonful 
contains: 


Pentylenetetrazol. .100 mg. 
Nicotinic Acid 


1. Levy, S., JAMA., 153:1260, 1953 


2. Thompson, L., Procter R., 
North Carolina M. J., 15:59%6, 1954 


3. Thompson, L., Procter, R., to a 
Clin. Med., 3:325, 1956 
NORMAL 
BEHAVIOR 
PATTERN 


WRITE for FREE NICOZOL 


DRUG SPECIALTIES, INC. 
WINSTON-SALEM 1, N. C. 


for professional samples of 


MICOZOL capsules and literature on 
NICOZOL for senile psychoses. 


Sole distributors in California: 
The Brown Pharmaceutical Co., Los Angeles 
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BONADOXIN: 


STOPS MORNING SICKNESS...BUT 


.:-1T DOESN’T STOP THE PATIENT 


BONADOXIN brings relief to 88.1% 
of patients ...often within a few hours.!.2 
But it does not produce drowsiness, or 
side effects associated with over-potent 
antinauseants. With safe BONADOXIN, 
“toxicity and intolerance ...[is] zero.’? 
and for a nutritional buildup buildup Is she blue at breakfast? Prescribe 
plus freedom from ieg cramps* ~ BONADOXIN. Usually just one tablet at 


Phosphate-free calcium, 10 essential and just one supplies the ome 


minerals. full 50 mg. of pyridoxine. 


EACH TABLET CONTAINS: 
MECLIZINE HCI 25 me 
PYRIDOXINE HCi........ 50 mg. 
NEW YORK 17, NEW YORK Bottles of 25 and 100. 

Division, Chas. Pfizer & Co., Inc. References: 1. Groskloss, H. H., et al: Clin. 
Med. 2:885 (Sept.) 1955. 2. Goldsmith, J. W.s 
Minnesota Med. 40:99 (Feb.) 1957. 
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OUR BENEFITS 

TO YOU ARE 
COMPLETE 

RELEASE OF CAPITAL 


PIEDMONT 


PLAN 
FOR THE 
MEDICAL 
PROFESSION 
EXCLUSIVELY 


New Automobiles 
Any Make 


No Worries Over 
Taxes-Fees 
Service Cost 
Insurance 
Repairs 

License Fees 


Towing Cost 


Anti-Freeze 


Battery Replacements 


Give Us Your Transportation Worries 


For Most of You, All 
This Is 100% Tax Deductable 


Tire Replacements 


Inspection Registration 
Fees 


We are as near as your Telephone! 


WE COVER 

YOU WITH— 
LIABILITY INSURANCE 
of, 100,000/300,000 
Bodily Injury and 
50,000 for Property 


You Are Protected 
With 100% Coverage 
On Collision, Fire 


and Theft Insurance 


If Your Car 
Is Out of Service, You 
Are Provided With a 


Replacement 


All Repairs, Tire & 
Battery Replacement Are 
Purchased In Your 


Home Town 


If You Would Like to Have Our Doctor’s Leasing Plan Explained to You In Detail, 
Please Call or Write. We Will Manage to Have One of Our Representatives Call 


On You at Your Convenience. 


Piedmont Auto and Truck Rental, Inc. 


P.O. BOX 427 
DURHAM, NORTH CAROLINA 


G. B. Griffith, President 


212 MORGAN STREET 


PHONE 2-3905 
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Relaxes 
both mind 


and muscle 


THE ORIGINAL MEPROBAMATE 
DISCOVERED & INTRODUCED BY 
WALLACE LABORATORIES 


NEW BRUNSWICK, NEW JERSEY 


without 
impairing 
mental or 
physical 
efficiency 


well suited for 
prolonged therapy 

= well tolerated, 
relatively nontoxic 

« no blood dyscrasias, 
liver toxicity, 
Parkinson-like syndrome 
or nasal stuffiness 


Supplied : 

400 mg. scored tablets, 

200 mg. sugar-coated tablets. 
Usual dosage : 

One or two 

400 mg. tablets t.i.d. 
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dicarbamate 
TRANQUILIZER WITH MUSCLE-RELAXANT ACTION 


Two-dimensional 
treatment 


Because it replaces half control with full control. 
Because it treats the whole menopausal syndrome. 
Because one prescription manages both the 


psychic and somatic symptoms. 


SUPPLIED: Bottles of 60 tablets. 
Each tablet contains: 


MILTOWN® (meprobamate, Wallace) 
dicarbamate. 


Conjugated Estrogens (equine) 


DOSAGE: One tablet t.i.d. in 21-day courses with one week rest periods. 
Should be adjusted to individual requirements. 


Samples and literature on request. 


MILTOWN® + CONJUGATED ESTROGENS (EQUINE) 
A Proven Tranquilizer A Proven Estrogen 


Get 
\) WALLACE LABORATORIES, New Brunswick, N. J. 


who discovered and introduced Miltown, the original meprobamate. 


*TRADE-MARK 


for simultaneously combating 
inflammation, allergy, infection 


(0.5% prednisolone acetate and 10% sulfacetamide sodium — 
5 ce. dropper bottle) 


(0.5% prednisolone acetate, 10% sulfacetamide sodium and 
0.25% neomycin sulfate—% oz. tube) 


(Sulfacetamide Sodium U.S.P —5 and 15 cc. dropper bottles) 


(15 ce. dropper bottle) 


(% oz. tube) 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 
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TIME 


At the last accounting,! physicians throughout the coun- 
try had administered at least one dose of poliomyelitis 
vaccine to 64 million Americans—all three doses to an 
estimated 34 million. Undoubtedly, these inoculations 
have played a major part in the dramatic reduction of 
paralytic poliomyelitis in this country. 


= 
< 
= 
= 
> 
z 


Incidence of polio in the United States, 1952-1957 
(data compiled from U.S.P.H.S. reports) 


vaccine is plentiful for the job remaining 


There are still more than 45 million Americans under 
forty who have received *o vaccine at all and many 
more who have taken only one or two doses. 


As it was phrased in a public statement by the Depart- 
ment of Health, Education, and Welfare: 


“Tt will be a tragedy if, simply because of public 
apathy, vaccine which might prevent paralysis or even 
death lies on the shelf unused.”’? 


Eli Lilly and Company is prepared to assist you and 
your local medical society to reach those individuals who 
still lack full protection. For information see your Lilly 
representative. 


1.J. A. M. A., 165:21 (November 23), 1957. 


2. Department of Health, Education, and Welfare: News Release, October 10, 
1957. 
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Guest Editorial .... 


Ano-Rectal Abscesses 


HEN ONE CONSIDERS the vulnerable anatomy of the anus and rectum 
and the trauma to which it is subjected by defecation with pathogenic bacteria 


ever present, it is not surprising that infections are responsible for many complaints 


referable to this area. It is generally agreed that the delicate anal crypts and ducts 


surrounding the juncture of the anus and rectum are the chief portals of entry for 
bacterial invasion, from which the infection penetrates adjacent tissues and spaces. 


While the late diagnosis of abscess is easily made by history and superficial exam- 
ination, early diagnosis may be extremely difficult at times. The treatment of abscess 
is immediate, adequate surgical drainage which very often involves incision through 
overlying normal] tissues. Delay in reaching the diagnosis or in the establishment of 
drainage, while waiting for the suppurating process to reach the skin or to “point”, 
means unnecessary suffering, prolonged illness, and economic loss to the patient as 


well as increased tissue destruction and ultimately a greater scarring and deformity. 


The volume of pus and the tension within undrained abscesses will steadily in- 
crease, forcing the infectious material to break through natural barriers separating 
tissue planes and spaces. This means that the fistulous sequel to such a complicated 
abscess will in turn tend to be complicated and more difficult of cure. Since the symp- 
toms and signs of abscess are very largely the result of tension within the abscess, it 
can readily be understood why the small intrasphincteric abscess often containing only 
a few drops of pus, tightly confined within the powerful, space-restricting sphincter 
muscles will produce severe pain and other symptoms so much faster than much larger 
abscesses involving the more spacious ischio-anal or pelvi-rectal spaces. In only intra- 


sphincteric abscesses is defecation painful. 


A careful history of onset is helpful in diagnosis and suppuration should be sus- 
pected in all progressively painful swellings of seventy-two hours duration. Com- 
plaints of a feeling of fullness or weight in the rectal areas made worse by coughing 
or jarring the body, as in missimg one’s step, suggest the possibility of abscess. Such 
patients should be kept under extremely close observation until the diagnosis is proven, 
for physical findings can change rapidly as pus collects. The presence of pus can be 
proven by needle aspiration of a few drops of pus under local anesthesia. 

In establishment of drainage, the center of the abscess is first located by careful 


palpation and incision made directly into it, radial to the anus, and using caution to 
prevent injury to the sphincter muscles. Incisions should be of sufficient length to 
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provide adequate drainage; and some degree of saucerization will assist in maintain- 
ing it. 

Drains are not used as these so often actually block drainage. Ischioanal and retro- 
rectal abscesses should generally be drained through the perineum; supralevator ab- 
scesses May on occasion be drained either through the rectal wall or through the 


perineum, but under no circumstances through both. 


Antibiotics have little if any place in the treatment of pararectal abscesses, and 


their use is frequently responsible for delay in diagnosis and the development of 


complications. In many cases drainage can be satisfactorily achieved under local 
anesthesia in the office, at which time the patient is informed that such abscesses are 
usually followed by fistula, requiring excision after a period of drainage. Inaccessible 
abscesses should be hospitalized and drained under general or regional anesthesia, 


removing offending anal crypts and fistulous connections at the same time. 


Ropert V. TERRELL, M.D. 


Epitox’s Note: Dr. Terrell is Assistant Professor of Clinical Proctology of the Medical 
College of Virginia. 


SONNET POST-OP. 


Ah, Soul of mine, which can’t produce of Art 
The faintest trace without its toll of pain, 

The expiring breath, which tears me quite apart 
Does often leave behind a tell-tale stain. 
Whilst I was dreaming deep they did you wrong, 
Tore off your garland gay of purple grapes, 
Bound you tight with many a chromic thong 
And filled you full of yards of gau7ey tapes. 
Now inarticulate, ah Soul, you lie, 

Dumb but not, unfortunately, numb. 

When can you raise your voice above a sigh, 

A sound of Art? When will that glad day come 
When I no longer have to merely sit 

But can cut loose, praise God, and relish it? 


—CUTHBERT TUNSTALL, M_D. 
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HIP-LASH INJURY may be considered the 
modern day successor to the so called “Rail- 
road Spine” of the early 1900's for, like its predeces- 
sor, it is closely linked to the litigation aspect of 
medicine, it is the result of an acceleration-decelera- 
tion force, and it sorely taxes the ability of the 
physician to differentiate the organic pathology from 
the functional complaints. A group of 123  suc- 
cessive neck injuries, of such severity that x-rays 
were required, were taken from our files for the year 
1956 and the whip-lash injuries of that group are 
herewith presented as regards the pathology present, 
objective and subjective findings, relationship to 
medical-legal aspects and response following settle- 
ment of claim and treatment. It is to be noted that 
all of our whip-lash injuries were x-rayed, for it 
was found that over 95 per cent had medical-legal 
or insurance compensation linkage, and unequivocal 
investigation was required. Occasionally, however, 
the syndrome was seen when there was no litigation 
linkage and it is interesting to here note that the 
syndrome assumed the identical form in the non- 
litigation patient as in the patient with litigation 
pending. 

This syndrome always developed after a “whip- 
lash” type of trauma or rapid acceleration and 
deceleration. The trauma was usually followed by 
a “dazed sensation” or “nervousness” immediately 
after the accident and then progressive neck pain 
beginning immediately after the accident or not until 
the next day. This pain increased in severity and 
was associated with headaches, nervousness, often 
difficulty in swallowing, blurred vision, and occa- 
sionally radiation of pain into the arms, ears or 
interscapula regions. 

William L. Allen defines whip-lash injury as fol- 
lows: “A Whip-lash injury is the damage sustained 
by the neck structures when the body propulsion 
comes to a sudden stop or when the body is suddenly 
propelled and the head is thrust forceably forward, 
backward or to either side.” The head becomes the 
tail of a “crack the whip” motion. The various 


Presented at annual meeting of The Medical Society of 
Virginia, Washington, D. C., October 27-30, 1957. 
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Whip-Lash Injuries of the Cervical Spine 


JOHN S. THIEMEYER, Jr., M.D. 
GEORGE A. DUNCAN, M.D. 

GEORGE G. HOLLINS, Jr., M.D. 
Norfolk, Virginia 


forces that may be transmitted to the neck in whip- 
lash injuries consist of compression, distention, 
bending, shearing and torsion. When the forward 
motion of the body suddenly stops (together with the 
carrier) the head, owing to its momentum, continues 
forward and produces abnormal thrust to the neck 
(Fig. 1). 


Figure 1 


If the body, together with the carrier, is suddenly 
accelerated in forward propulsion as in rear-end 
collision, the head, owing to its inertia, is whipped 
backward in relation to the body, producing an ab- 
normal backward thrust to the neck. In addition, 
the head may then swing on the neck in rebound in 
the opposite direction to represent the lash com- 
plement of the whip-lash. If the head and neck are 
turned at the time, abnormal torsion forces will be 
transmitted to the neck. 

Injuries that can be sustained to the neck by this 
mechanism are: (1) compression fracture of one or 
more cervical vertebra with varying degrees of loss 
of height; (2) compression damage and multiple 
ruptures of the internal hydraulic structure of one 
or more of the intervertebral discs, with loss of 
height resulting in altered mechanical alignment of 
the cervical spine; (3) compression, which may cause 
damage to the lips or margins of the vertebral bodies; 
frequently the margin is mashed outward to resemble 
a long-standing spur; (4) shearing and bending 
force with fracture of the odontoid process; (5) dis- 
tention and torsion and bending force avulsion of 
posterior portion of the facet joint ligaments with 
(a) forward subluxation of one or both sides of one 
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or more vertebra on the adjacent underlying vertebra, 
and (b) dislocation of one or both sides of one or 
more vertebra on the adjacent underlying vetebra: 
(6) shearing, bending and compression fractures 
of the lamina or facets: (7) distention force avul- 
sion of the spinous processes. 

Fortunately, the majority of the whip-lash injuries 
are limited to a tearing of the musculature of the 
neck and of the ligaments about the facets or inter- 
vertebral joints. Fortunately, too, these injuries are 
most often minor and usually respond to conserva- 
tive therapy. However, it must be again emphasized 
that considerable damage can occur and even though 
immediate x-ray findings may show very little; 
changes such as bone spurs, arthritic degeneration, 
narrowing of the vertebral interspaces, or subluxa- 
tion may appear as much as a year or two later. It 
can certainly be said that an x-ray which reveals 
flattening of the normal curve of the cervical spine 
or limited motion in flexion and extension is at least 
a Suspicious x-ray and further investigative studies 
and a cautious prognosis should be made. Further. 
x-rays which show hemorrhage in the retro-pharyn- 
geal area may, too, have a sinister connotation. 
Therefore, after any severe injury to the neck, rou- 
tine views of the cervical spine should be secured as 
soon as possible, and special views as indicated. 

If there is any indication of swelling of the retro- 
pharyngeal soft tissues, a repeat lateral view in 24 
hours is also indicated. If swelling is transient, it 
is assumed the swelling is edema. If it persists, 
hemorrhage must be considered. Absence of swell- 
ing of the retro-pharyngeal soft tissues may be an 
aid in determining whether an injury to the cervical 
spine is recent or old. Bisner and Leask have stated 
that retro-pharyngeal soft tissue swelling is asso- 
ciated with 25 per cent of all whip-lash injuries 
and is an index to the degree of trauma and thus 
important in estimating the prognosis. 

In reviewing our figures, it was seen that of the 
total 68 cases of whip-lash injury only 3 were not 
medical-legal or insurance compensation cases. It 
is therefore interesting to review some of the findings 
of Nicholas Goten in his paper, “A Survey of 100 
Cases of Whip-lash Injury After Settlement of Liti- 
gation.” In this paper he states that 54 per cent 
had no appreciable trouble relative to their necks 
nor had they seen a physician for a year after settle- 
ment of their claims. Thirty four per cent had minor 


discomforts on cloudy days and pain on doing un- 


usual exercises and noticed slightly more frequent 
headaches. These statistics were gathered on an 


172 


unbiased written questionnaire which is no way obli- 
gated the individual. They also noted that patients 
of 60 years or older were much slower in recovery 
and all had residual changes possibly related to 
arthritis. This seemed to be our finding also. They 
felt that the greatest recovery was noted in the first 
vear. In their series, 30 per cent of the whip-lash 
injuries required hospitalization. Eighty-five per 
cent of their cases developed some psychosomatic 
symptoms and 12 per cent, despite settlement of 
claims, had some trouble which required them either 
to wear a brace, sleep in traction or take physio- 
therapy periodically. 

In the series here presented of 123 successive 
cases, half, or 68 were whip-lash injuries. The other 
55 cases consisted of arthritis of the cervical spine, 
ruptured intervertebral discs, or other pathology not 
incurred in a true whip-lash type of injury. It is 
noted that 46 of the patients were women and 22 
were men, a ratio of 2 to 1. The average age for 
the group was 38.8 years; the oldest patient was 74 
and the youngest patient was 2 years of age. On 
reviewing the literature it was found that no men- 
tion was made of a child being seen with this type 
of injury and it is concluded that a child usually 
is protected by the back of the seat of the car at 
impact, or it may be that his tissues are much more 
elastic ard less vulnerable to tear with this type of 
force. The 2 year old child here presented suffered 
a typical whip-lash injury. His x-rays were nega- 
tive. He responded well to rest and no residual was 
noted. 


In this series it was found that of all the patients 
that could be accurately followed, none returned 
following settlement of their claim or completion of 
the litigation. The type of trauma received was 
almost entirely that of being a passenger in a car 
which was struck from behind. There was one 
patient who slipped on a wet sidewalk with an 
acceleration-deceleration type of injury. There were 
a few cases in which the car was struck from the side 
but on questioning the patient, the whip-lash type 
of force occurred. Physical findings ranged from 
no objective findings to marked spasm, rigidity, 
tenderness and limited range of motion of the neck 
in all or some planes, tenderness of the muscles con- 
trolling swallowing, swelling of the muscles involved, 
limited range of motion of the shoulders and arms. 
The symptoms as previously mentioned varied from 
those of transient headache and neck stiffness to 
persistent frontal headache and often the headache 


was described as passing over the dome of the skull. 
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persistent pain of the posterior neck running over 
the fibers of the trapezii and down the dorsal spine. 


pain on any motion of the neck, nausea, vomitin 


i 


blurring of vision or a dazed sensation, pain 


swallowing and extreme nervousness. The majority 
of X-Tays revealed no evidence of orthopaedi: | 


thology. However, there was noted slight to con- 


siderable flattening of the normal cervical curve, 


some associated arthritic changes, subluxation of tl 


it 


vertebrae (usually in the mid cervical region around 


C 3 & 4), some retropharyngeal thickening, and 
osteophytosis. 

One can readily realize the extreme difficulty of 
differentiating the symptoms of a pure whip-lash 
injury from those present in a person who had 
pre-existing osteoarthritis with trauma superimposed 
As was previously stated, inevitably in this 
patient, the symptoms were n 


more severe 


in those with normal appearing spin 


lasted for a much longer period of time 


As to treatment, this varied from loca] he at 


sedation, to head halter traction and hot packs 
massage, physiotherapy or traction and hot 
at home, massage of the muscles. 


collar, medcolator stimulator. 


muscle relaxant drugs. webl 


tranquilizing drugs, consultati 


Most often a col 


value for those who persisted in c mplaint 


and hospitalization 


pain. Figure 2 shows the type of 


collar 


Figure 
most often use. The component 
half inch thick felt strip which is cut to 
to the contour of the shoulder and neck and 
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of stockinette with a hole at one end through which 
the opposite end will be passed. The collar contours 
he neck and shoulders offering a good high and 
fairly rigid support. 
Obviously, if the whip-lash force can be avoided. 
the injury will not occur. Rarely, but occasionally, 
ticipate a collision and should this situa- 
it is advisable that the passenger slide 
seat of the car so that his head is 
back of the seat. (Fig. 3). 


\ 


Figure 3 


In summary, we have presented here 68 cases of 
ish injury ranging in age from 2 to 74 years. 
resents 50 per cent of persons with severe 
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ints seen in our office during 1956. It 
nmon injury and one which, we believe. is 
iore frequently each year. In reviewing 


it 


is seen that none of them returned 

ttlement of the litigation. We believe how- 

his is not the entire story. Some of these 

to live with their complaints, or 

iners and do not return to see the 

or neck or shoulder pain, while others 

r several years their complaints have 

not eased and further examinations will reveal arthri- 
ions, or even ruptured discs. 


remember, that even though the X-rays 
gative and there may be few physical 
nd even though there seems to be a large 


rvousness”, the pain these patients 
is usually real and often defies the re- 
t the attending physician to relieve 
other hand, these figures prove that these 
t always fully recover. To over-treat 
es an latrogenic effect which interferes 


+; 


patient's recovery and return to a normal. 


useful life and must thus be condemned 


BIBLIOGRAPHY 


1. Kessler, Henry H.: Accidental Injuries, p. 319 & 526, 


1931, Lea & Febiger, Philadelphia, Pa. 
2. Lewin, Philip: Backache and Sciatic Neuritis, p. 8 


5 
& 279, 1943, Lea & Febiger, Philadelphia, Pa. 


n 
4 
Se 
| 
E 
% 
~ 
aniithy 
ind 
( 
mas I 
injections 
neck com 
shoulder br 
. snouidel Pace 
Is a Very 
with a psychiatrist 
DbeIng see 
neck 
hich 
element of 
experienc 
nform 
a 
173 


. Birsner, J. W., and Leask, W. H.: Retropharyngeal 
Soft Tissue Swelling Due to Whiplash Injury, Arch. 
Surg. 68: 369, March 1954. 

4. Tubby, A. H.: Deformities Including Diseases of Bones 

& Joints, Vol. II, p. 86 & 486, 1912, Macmillan & 
Co., New York, N. Y. 

5. Gay, J. R., and Abbott, K. H.: Common Whiplash 
Injuries of the Neck, J.A.M.A. 152: 1698, August 
29, 1953. 

6. Gershon-Cohen, J., Budin, E., and Glauser, F.: Whip- 
lash Fractures of Cervicodorsal Spinous Processes, 
J.A.M.A, 155: 560, June 5, 1954. 

7. Gotten, N.: Survey of One Hundred Cases of Whip- 
lash Injury After Settlement of Litigation, J.A.M.A. 
162: 865, Oct. 27, 1956. 

8. Jackson, R.: The Cervical Syndrome, Dallas M. J. 
35: 139, 1949. 

9. Lewin, P.: Cotton Collar, J.A.M.A. 155: 
24, 1954. 

10. Lipow, E. G.: 


1155, July 


Whiplash Injuries, Southern M. J. 


48: 1304, Dec., 1955. 


Two suggestions for combating the growing prob- 
lem of staphylococcic infections in hospitals have 
resulted from a recent American Medical Association 
conference. 

Reported in the March 8th Journal of the A.M A. 
the suggestions are: 

—That every hospital appoint a responsible officer 
or committee to investigate infection in hospitals 
and attempt to control it by instituting preventive 
procedures. 

—That more scientific research concerning staphy- 
lococci be encouraged. “Diligent research” is needed 
to understand the special properties that make the 
bacteria so dangerous and to find measures against 
them. 

The conference on staphylococcic infections, spon- 
sored by the A.M.A. Board of Trustees, was attended 
by representatives of major medical groups. The 
A.M.A. board passed the conference recommenda- 
tions on to the Joint Commission on Accreditation 
of Hospitals for its consideration and action. Seven 
reports of the conference appear in the current Jour- 
nal. 

Two general contributing causes of this serious 
situation can be discerned. They are: 

“A tendency to relax the rigorous aseptic precau- 
tions in hospital ‘housekeeping’ and procedure, rely- 
ing overmuch on antibiotics to suppress infections.” 

“The very peculiar biologic characteristics of the 


epidemic strain or strains, including their special 
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propensity for becoming resistant to an increasingly 


wide range of antibiotics and chemotherapeutic 
agents.” 

Dr. Stuart Mudd, Philadelphia, chairman of the 
A.M.A. committee on research, said complications 
due to staphylococcic infections are “currently be- 
deviling” hospital staffs in all medically advanced 
parts of the world. Appearing throughout the world 
is “a strain or strains” of Micrococcus (Staphylococ- 
cus) pyogenes var. aureus with “very special biologic 
characteristics.” These strains cause skin abscesses, 
wound infections, pneumonia, and other complica- 
tions in hospitalized persons. 

An accompanying Journal editorial warned “that 
aseptic techniques should never be relaxed for a 
moment in spite of the convenient availability of 
antibiotics. The modes of transmission of staphy- 
lococci are varied and complex and the organisms 
are practically ubiquitous.” 

In addition to asepsis in the operating room and 
nursery, many hospital housekeeping details must 
be considered, the editorial said. According to one 
report in the Journal, these range from the ink pad 
used in the delivery room to record the footprints of 
infants to handwashing, “possibly the most impor- 
tant single control measure.” 

The editorial also said, ‘Fortunately a few anti- 
biotics are still effective against staphylococci. How 
long they will remain so will depend on the wisdom 
and restraint with which they are used.” 
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N CONSIDERING my thoughts on this subject. 
I found it difficult to discuss the integration of 
two forms of therapy without discussing each sep- 
arately, if briefly, then proceeding to consideration 
of the ways in which they may or may not be profit- 
ably integrated. 

Other speakers preceding me have already spoken 
of the nature of anxiety, its clinical manifestations 
in neurotic and psychophysiologic disorders, and 
something of the approach to diagnosis and man- 
agement. Presumably, no symposium on this sub- 
ject would be complete without at least some passing 
reference to the use of drugs, particularly the pop- 
ular tranquilizer. However, you will note from the 
title that this is not to be a paper on tranquilizers. 
or even on the pharmacological approach to the treat- 
ment of emotional disorders. Rather, it is implicit 
in the title that psychotherapy is the treatment, and 
that sedatives and tranquilizers may be integrated 
with it. This is exactly my position. 

At the risk of some repetitiveness, I should like 
to re-state the case for psychotherapy, at least for 
my own benefit and for purposes of logical discus- 
sion. 

In my opinion, psychotherapy is essentially 
learning process, fostered by the inter-personal rela 
the goal of more effective living. The factors in 
this definition are the patient, the therapist, the 
therapeutic process, and the goal. The patient is a 
person suffering discomfort and/or impairment of 
functioning, usually because of pathological anxiety, 
which, in turn, is the result of pathological conflict 
or mal-adaptation. Anxiety may be manifested in 
many ways, i.e., psychosomatic symptoms, person- 
ality disorder, behavioral disturbances, or simply 
felt as anxiety, fear, or nervousness. Anxiety, then, 
or the various crippling defenses erected against it. 
is the subject of our concern. It is what makes the 
person a patient or potential patient, for the pur- 
poses of this discussion. The therapist is, in this 
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case, the doctor who enters into an interpersonal 
therapeutic relationship with the patient for the pur- 
pose of furthering the therapeutic process toward 
the desired goal. I have said that the ultimate goal 
is more effective living, which implies better health, 
physical and emotional, better functioning as an 
individual and member of society, and reasonable 
freedom from discomfort. 


rherapy is most often directed at relieving patho- 
logic anxiety, and thereby reducing the need for 
lefensive maneuvers, which we call neuroses and 
psychoses of various types. This is what the patient 
is seeking, and what motivates him to assume the 
it role, i.e., relief of symptoms. He, of course, 
wants this in the quickest, easiest, and cheapest way 
possible and he assumes that the doctor can give 
it to him in the conventional ways he has come to 
expect from experience with other pain or illness. 
A pill or shot, a prescription, a treatment of which 
he passive recipient—hence, the tremendous 


nd for tranquilizers. The doctor, acting in his 


is also looking for some such agent 
—a simple, quick, easy, and cheap cure. 


go back to the nature of the disease 


ing rise to the symptoms, its etiology, the 


methods of treatment, the nature of a cure, and the 
goals of treatment. This we do in considering any 


other disease and its treatment. We are forced to 
1at the disease is complex, its causes often 
obscure, the definitive treatment apt to be long and 
arduous, and even the goals unclear. In many cases, 
the prognosis is unpredictable, or peor. Furthermore, 
the whole business is surrounded by a pall of re- 
sistance and prejudice from the patient, family, com- 
munity, and even in the therapist. 

If we agree that psychotherapy is the definitive 
treatment, the one directed at the cause of the dis- 
turbance and the one holding some promise of basic 
change for the better or favorable alteration of the 
process— then, what is the role of seda- 
tion or tranquilization, Essentially, their function 


seems to be symptomatic, that of relief of symptoms 


through reduction of anxiety and dampening of the 
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excessive autonomic nervous system activity. This 
would seem to be desirable, since it fulfills one of 
the basic tenets of medicine—the relief of suffering. 
However, there are pitfalls, as everyone knows, in 
this approach to most problems in medicine. Most 
obvious is the danger that the patient, and even the 
doctor, may hopefully mistake this pharmacologi- 
cally induced reduction in symptoms for genuine 
improvement. Such unfounded optimism is usually 
doomed to disappointment and frustration. To be 
sure, in some cases, the natural reparative processes, 
the inherent drives toward health do assert them- 
selves during a period of respite from the destruc- 
tive effects of anxiety and its secondary elaboration. 
This is more apt to occur in patients of good per- 
sonality organization, with relatively strong egos— 
who have suffered some temporarily overwhelming 
trauma, and who would tend to recovery anyway. 

It is this phenomena that perhaps gives us the 
clue to the most effective utilization of sedatives and 
tranquilizers in the more severely and persistently 
disturbed patients with less fortunate personality 
structure and less favorable environmental circum- 
stances. Ideally, these pharmacological agents should 
be used judiciously as adjuncts to treatment and not 
as the treatment itself. They may serve to foster a 
climate in and around the patient, favorable to the 
institution and carrying out of truly therapeutic 
measures. As noted above, psychotherapy is a learn- 
ing process. Severe anxiety and preoccupation with 
symptoms impedes learning or any constructive 
change. On the other hand, some anxiety in the 
form of alertness, and enough to give motivation, is 
favorable to learning and necessary to psychotherapy. 

It is important, then, that the patient be told the 
purpose and the limitations of the drugs used as an 
adjunct to treatment—“This is to make you some- 
what more comfortable while we try to get to the 
bottom of your problem, and work out some solu- 
tion.” This may be particularly valuable and only 
necessary in the early stages of treatment, while the 
therapeutic relationship is becoming established. We 
should never forget that the therapeutic relationship 
is also tranquilizing and reduces anxiety. Never 
under-estimate the power of a good doctor-patient 
relationship, or any inter-personal relationship, for 
that matter. We are probably much less dependent 
on pharmacology than we give ourselves credit for. 
Undoubtedly also, much of the apparent benefit from 
giving a medication is due to the placebo effect. 
This has been repeatedly demonstrated in controlled 
experiments. Not infrequently a patient will discon- 
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tinue a drug of his own accord, once the therapy is 
underway. 

The current variety of sedatives, tranquilizers, and 
stimulants available, the butt of many jokes and 
baffling in their claims, sizes, shapes, and colors, 
nevertheless does represent an addition to the arma- 
mentarium of those of us dealing with neurotic, 
psychotic, and psychosomatic illnesses. They should 
be used, if at all, in a flexible and sensitive way, 
trying to adjust to the needs of different patients, 
and to the same patient at different stages. They 
should not be used indiscriminately or unnecessarily, 
and the goal should always be toward their elimina- 
tion by substituting the patient’s own resources as 
they are strengthened through the psychotherapeutic 
process. Of course, there are patients in which we 
have to settle for less than the ideal; when for many 
possible reasons, adequate therapy cannot be carried, 
or in which it simply fails. Just as there is not yet 
any drug panacea, neither is psychotherapy a cure- 
all or applicable in every case. We often are forced 
to compromise and accept the fact that some cases 
can be handled only with supportive care, and per- 
haps maintenance of some drug is found most effec- 
tive in controlling symptoms while carrying the 
smallest risk. 

It is not the purpose of this paper to go into the 
details of the psychotherapeutic process, or into the 
details of psychopharmacologic management, but to 
outline general principles. Both psychotherapy and 
the use of sedatives are ancient practices in medi- 
cine, only re-emphasized now in modern guise. The 
essential purpose of tranquilizers or ataractics is 
not different from old-fashioned sedatives, such as 
bromides, barbiturates, and alcohol. They offer cer- 
tain refinements in site of action, leaving the cortical 
functions relatively intact. It is this latter charac- 
teristic which makes the ataractics perhaps more 
valuable for use in conjunction with psychotherapy. 
However, there is evidence that they do cause some 
reduction in learning acuity. The ataractics offer 
some advantages in safety, less tendency to addiction, 
fewer undesirable side effects, but they also present 
new problems and are not free of side effects, com- 
plications, and contra-indications. For some reason, 
there seems to be a greater tendency for the public 
and for physicians to assume that these drugs in 
themselves offer a cure. The expectations seem to 
be much greater because they are new, and we are 
in the age of “miracle drugs”’. 

When we gave bromides or phenobarbital, we 


usually knew that we were temporizing, stalling for 
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time, or simply giving a symptomatic drug. The 
danger with tranquilizers is that we kid ourselves, 
or the patient, that this is a substitute for treatment, 
or is the treatment of the disorder. We should be 
clear that it is only for amelioration of symptoms 
enabling the person to go on with his duties in many 
cases, and hopefully to work out solutions to his 
internal and external problems through his own 
efforts, or through some form of psychotherapy, 
whether it is called such or not. 

There is another group of drugs which are not 
tranquilizers in the usual sense nor sedatives, but 
which may be useful in selected cases. These are 
the amphetamines and similar drugs with a true 
stimulating action. Dexedrine, benzedrine, desoxyn, 
metrazol, meratran, ritalin, etc.—these are drugs 
which are helpful in the depressed, retarded patient, 
and in some cases by counter-balancing parasympa- 
thetic over-activity. They may also be useful in 
conjunction with tranquilizers such as Thorazine, in 
overcoming the side-effects of lethargy or somno- 
lence. When sedatives are used to insure a good 
night’s sleep, which, incidentally, is an important 
point in the management of most cases of anxiety 
and depression, stimulants may be used with profit 
in the morning to overcome the hangover effect. 
Depressed patients, particularly, feel lowest in the 
mornings, and have a hard time getting started. A 
stimulant such as ritalin or dexedrine gets them over 
this hump. 

We find that physicians other than psychiatrists 
tend to use much smaller dosages of tranquilizers 
than we do, and this may account for some of the 
failures to achieve desired results. In a very severe 


anxiety case, for instance, we frequently use chlor- 


The government, while slow to acknowledge any- 
thing wrong with the Social Security System, under- 
estimated the demand for benefits. Women who could 
obtain benefits at 62, 63, and 64 decided to do so 
even if the payments were less than they would be 
at 65. Farmers suddenly turned out to be older than 
expected. Some began to pay social security taxes 
on reported income of $4200 which exceeded their 


income in prior years. Then they applied for bene- 
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promazine up to 300 or 600 mgm. a day, in doses 
of 50 to 100 mgm. every four to six hours, and 
meprobamate, 400 to 800 mgm. three to four times a 
day. 

Occasionally, other combinations of drugs some- 
times seem to help when one alone gives unsatisfac- 
tory results. Reserpine and chlorpromazine has been 
reported as effective in resistant cases of schizo- 
phrenia. 

Individualization of the drug of choice is im- 
portant, since the effectiveness as well as sensitivity 
seems to be quite an individual matter. Patients who 
get little or no relief or even acutely adverse reac- 
tions from one preparation may respond dramatically 
to another, usually of a different chemical class or 
mode of action. 

It is not necessary to go into more detail of this 
kind, as I am sure you have all had similar ex- 
perience, and the literature, to say nothing of the 
drug detail men, are full of this kind of information. 

In conclusion, I can sum up my remarks in a 
one-paragraph quotation from a recent paper by Dr. 
John Whitehorn, professor of psychiatry at Johns 
Hopkins: 

“In a less mature period of American psychiatry, 
we witnessed much dispute and rivalry between those 
who advocated a pharmacological approach, and 
those who advocated an environmental approach to 
the management of behavior disturbances. Now, we 
see in a practical way how these different approaches 
should not be rivals, but supplements to each other.” 
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fits after paying taxes for six quarters. Many people 
who had retired and were well beyond 65 years of 
age, dug up jobs for themselves and paid social 
security taxes for 18 months, thereby qualifying for 
benefits of from $30 to $108.50 monthly for life. 
Social security experts in making their cost projec- 
tions underestimated the ingeniousness of the Ameri- 
can people when Federal give-aways are as widely 
advertised as are social security benefits. 
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Atherosclerotic Disease of the Abdominal 


Aorta and Iliac Arteries 


THEROSCLEROTIC DISEASE is of great 
current interest, both to the laity and to the 


medical profession. It is the usual cause of gangrene 
of the lower extremities, myocardial infarction, cere- 
bral thrombosis. It is a cause of mesenteric throm- 
bosis and malignant hypertension due to thrombosis 
of a renal artery. Interest is heightened by the fact 
that the complications of the disease are rapidly 
succumbing to medical progress. The relationship 
of the blood lipids to the process is being unfathomed 
and drugs are being discovered that will reduce 
blood lipid concentration. Satisfactory surgical pro- 
cedures are being or have been developed for the 
correction of atherosclerotic disease of the abdominal 
aorta. the iliac and femoral arteries, of the renal 
arteries, of the carotids, and even of the coronary 
arteries. The disease will be encountered with in- 
creasing frequency in the average physician’s prac- 
tice due to an increased incidence and a larger older 
population. We will limit ourselves in this paper 
to stenosis and occlusion of the abdominal aorta 
and iliac vessels. 

Leriche, in 1940, first described a group of symp- 
toms associated with complete occlusion of the ter- 
minal aorta and aortic bifurcation. The findings 
described included: 

(1) Hip or thigh claudication. 

(2) Coldness and ready fatigue of the lower ex- 

tremities. 

(3) Impotence in the male. 

(4) Global atrophy of the lower extremities. 

5) Accentuation of pallor of the legs. 

(6) Absence of pulsation in all of the arteries 

of the lower extremities. 

For many years, Leriche’s syndrome remained the 
only form of atherosclerotic disease of the abdom- 
inal aorta recognized. The profession was slow to 
realize that Leriche had described a late stage of 
the disease. We now know that atherosclerotic dis- 
ease of the abdominal aorta and iliac arteries occurs 
Whereas, the cardinal 
symptoms and signs—hip and thigh claudication, 


in a variety of patterns. 
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leg fatigue, and diminished or absent femoral pulses 
—are fairly common to all’ cases, the underlying 
pathology may vary enormously. We have encoun- 
tered in our practice the following forms of disease: 

(1) Stenotic or partially occluding lesions of the 


aorta. 
(2) Stenotic lesions of the iliac arteries. 
(3) Segmental occlusion of the iliac arteries (a 


limited area of occlusion with a good inflow 
pattern above and a good runoff pattern be- 
low; in other words, a patent pulsatile artery 
above and a patent nonpulsatile artery be- 
low). 

(4) Segmental occlusion of the aortic bifurcation 
and terminal aorta, that is, classic Leriche’s 
syndrome. 

(5) Non-segmental or diffuse atherosclerotic dis- 
ease. 

(6) Concomitant aneurysm of the abdominal aorta 
and iliac artery thrombosis. 

Needless to say, the lesions may be long or short, 
simple or multiple, unilateral or bilateral and may 
be accompanied by a good or poor peripheral vas- 
cular system, i.e., a good or poor runoff or outflow 
pattern. (Fig. 1, 2). 


DIAGNOSIS 

The diagnosis of atherosclerotic disease involving 
the abdominal aorta and iliac arteries is relatively 
easy and requires no special equipment. The sine 
qua non is a high index of suspicion and inclusion 
of palpation of the femoral arteries as well as of 
the pedal arteries in all physical examinations. Di- 
minished force of femoral artery pulsation is diag- 
nostic of more central arterial stenosis or occlusion. 
Poor femoral artery pulsation on one side and good 
pulsation on the other indicates unilateral iliac ar- 
tery stenosis; absence of femoral artery pulsation 
on one side and good pulsation on the other is 
diagnostic of unilateral iliac artery complete occlu- 
sion; bilateral absence of femoral artery pulsations 
indicates complete occlusion of both iliacs, usually 
accompanied by occlusion of the terminal aorta, that 
is, Classic Leriche’s syndrome. Reduced pedal pulses 
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Fig. 1—Typical Leriche’s Syndrome: Segmental occlusion 
of the abdominal aorta. 


Fig. 2—Stenotic lesions of the abdominal aorta and seg- 
mental occlusion of the right common iliac artery. 


and associated calf claudication may be due entirely 
to aortic or iliac disease, the femoral arteries being 
relatively normal. 

The oscillometer facilitates recognition of all peri- 


pheral pulses and is a worthwhile addition to the 
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armamentarium of all physicians interested in the 


disease. Aortography is not necessary for the diag- 


nosis; however, it assists in classifying the case and 
is of great value in planning the medical and sur- 
gical treatment. It is used routinely by us unless 
contraindicated by significant cardiac, hepatic or 
renal disease, short expectancy of life or a known 
allergy to the contrast media. The literature records 
a number of incidences of severe complications fol- 
lowing trans-lumbar aortography. We have been 
fortunate in not encountering any of these in our 
practice. In interpreting aortograms, it is well to 
realize that the pathology will be found at surgery 
to be considerably more extensive than indicated by 
the film. 


PATHOGENESIS 

The disease is characterized by the depcsition of 
atheromatous material on the intima of the artery. 
The deposition may be eccentric or circumferential 
and segmental or diffuse. (Fig. 3). There is a pro- 
gressive narrowing of the lumen of the artery, pro- 
gressively reducing the artery’s usefulness as a con- 
duit of blood. The lumen of the artery may be 


compromised up to 70% before the patient begins 


Fig. 3—(A) Annular atherosclerotic narrowing of artery. 
(B) Superimposed arterial thrombosis. (C) Eccentric 
atherosclerotic arterial stenosis. 
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to have symptoms. This is due to the concomitant 
development of a rich collateral circulation. In most 
instances, the disease progresses insidiously to partial 
or complete occlusion of the aorta and iliac arteries 
with the patient experiencing only minimal symp- 
toms. 

The disease has serious implications. It may 
spread distally to involve the essential peripheral 
arteries resulting in extremity gangrene, it may ex- 
tend upward to block the renal arteries and cause 
death. We have seen patients in the terminal stage 
of the disease suffer greatly from peripheral ischemic 
neuritis and mummification of 


even their lower 


extremities. There is, moreover, the ever present 
threat of acute arterial occlusion as result of super- 
imposed arterial thrombosis. The stage is set for 
arterial thrombosis by many factors. 

(1) The rough, ulcerated atheromatous plaque 
rimming the involved vessel and narrowing 
its lumen. 

The sluggishness of the current of blood 
through the narrowed zone. 

(3) The hyper-coagulability of the blood incident 

to the hypercholesterolemia. 

(4) The reduced pressure of the blood reaching 

three main arteries below the knee. 

(5) The absence of pulsatile blood peripherally. 
Thrombosis may occur in the diseased aorta or iliac 
arteries or in a peripheral artery by reasons stated 
above. Acute arterial thrombosis complicating 
chronic atherosclerotic disease may well spell calam- 
ity for the patient in terms of loss of limb and life. 
Even if the patient escapes gangrene, there occurs 
a degree of ischemia that eventually invalids him. 

TREATMENT 

In spite of an enormous amount of research, no 
definite medical treatment has been evolved for this 
disease. The blood lipid concentration may be re- 
duced by dietary restrictions and by the intake of 
nicotinic acid or certain nutritional substances con- 
taining linoleic acid, vitamin Bg and vitamin E. 
There are no evidences that these measures stop the 
progress of the disease. The systemic vasodilators 
result in symptomatic improvement in the occasional 
case. Perennial anti-coagulant therapy offers some 
promise of lessening the thrombotic complications, 
and, at present, is the mainstay of our treatment 
when we feel that surgery is contraindicated. 


INDICATIONS FOR SURGERY 
The patient presenting the classical symptoms and 
signs, that is, hip or thigh claudication and dimin- 
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ished or absent femoral artery pulses, should be 
advised to have surgery. For the symptomatic dis- 
ease means that somewhere in the abdominal aorta 
or iliac arteries, 70% or more of the arterial lumen 
has been comprised. The peripheral arterial cir- 
culation is in jeopardy and the stage is set for the 
complicating acute arterial thrombosis. Surgery is 
also indicated for small areas of ischemic ulceration 
or minimal gangrene in the lower extremities sec- 
ondary to the disease. If direct surgery to improve 
the circulation is performed prior to surgery for 
the ulcerated or gangrenous area, many limbs will 
be saved. 


CONTRAINDICATIONS 


The surgery of this disease is of considerable mag- 
nitude and should not be undertaken lightly. The 
benefits must be weighed against the danger of the 
surgery contemplated. A surgical mortality for a 
disease that may run a slow and unpredictable course 
is a real disaster. In general, we do not advocate 
surgery if there are: (1) Evidences of severe pedal 
ischemia such as rest pain, edema, cyanosis or im- 
pending gangrene; (2) Diffuse disease; (3) Mul- 
tiple occlusions; (4) Poor outflow pattern; (5) Short 
life expectancy due to cardiovascular or other dis- 
ease. 


SURGICAL PROCEDURES 

Aortic and iliac artery thromboendarterectomy, 
resection and grafting and bypass grafting have be- 
come the acceptable surgical procedures for this 
disease. Thromboendarterectomy is reserved by us 
for short occlusions in large vessels. It has been a 
highly satisfactory operation for short iliac lesions. 
Aortic resection and grafting is rapidly being re- 
placed by bypass graft technique. Resection of the 
atherosclerotic aorta may be quite formidable due 
to the accompanying peri-aortic inflammation. By- 
pass grafts obviate this difficulty, shorten the opera- 
tive time and have the advantage of preserving 
collateral circulation. Such grafts can be constructed 
to bypass almost any aortic or iliac lesion, (Fig. 4). 
For classic Leriche’s syndrome, we prefer a semi- 
bypass procedure resecting only sufficient aorta to 
clear the operative field and performing an end to 
end anastomosis above and an end to side anasto- 
mosis below—to the iliacs or femorals, depending on 
the extent of the obstruction. By-pass procedures, 
end to side above the lesion and end to side below 
the lesion, are preferable for partially occluding 
lesions. Collaterals are often sparse in such cases 
and if resection and grafting is performed and the 
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graft becomes occluded, the patient mav lose th 
affected or even the unaffected extremity. 

A most satisfactory procedure for aorta-ilias irtery 
occlusions is a graft from the aorta to common 
femorals rather than to the external iliacs. Per 
forming the lower anastomoses at the readily acces- 
sible groin sites, rather than deep in the pelvis, has 
many advantages. 


RESULTS OF SURGERY 

The results of direct surgery in the form of 
thromboendarterectomy or arterial grafts for aorti 
and iliac atherosclerotic disease are relatively good 
They are far better than are the results of such sur- 
gery for femoral artery occlusions in the thigh. There 
are fewer initial failures and considerably fewer late 
graft occlusions, These better results are probably 
due to the larger size of the vessels and the vigorous 
flow of blood from above from the aorta. The most 
important consideration is the outflow pattern. If 


this is inadequate, thrombosis may occur below the 


graft or in the graft itself. 


During the past 3 years we havi performed su 
gery on 24 patients for atherosclerotic disease of tl 
aorta and iliac arteries. Our mortality numbers 
cases, our morbidity 2 cases. The three patients died 


in the early post-operative period. In the first cas: 
a homologous graft was placed from the abdominal 
aorta to the right popliteal artery and the left com 
mon femoral artery. Gangrene of the left leg de- 
veloped due to an unrecognized additional athero- 
sclerotic area of occlusion in the left thigh lo 
make matters worse, secondary hemorrhage occurred 
on the right side from infection of the graft. Am- 
putation of the right leg was contemplated when the 
patient expired in uremic coma. The second patient 
died of ascending thrombosis beginning in the right 
iliac limb of a nylon bifurcation graft which we had 


placed between the abdominal aorta and the common 
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by-pass graft patterns. 


femorals. The thrombosis was initiated by a kinking 
of the graft in the pelvis. 

rhe third patient died 48 hours after surgery, 
presumably from post-operative shock. Autopsy was 
not obtainable. Surgery in this case was performed 
as a last resort at the request of the patient and her 
tamily but was surely ill-advised. The patient was 
73 years of age. She was suffering intolerable pain 
in the lower extremities from ischemia. The surgical 
procedure consisted of grafting from the upper ab- 


dominal aorta to the femoral protunda artery of each 
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leg. The superficial femoral arteries were throm- 
osed 

Two patients lost each a lower limb in the early 
post-operative period due to peripheral arterial 
thrombosis. Both of these patients obtained restora- 
tion of pulses in the remaining leg. ‘hey lead rela- 
tively normal lives and are considered improved. 

[wenty patients in this series are considered 
improved. They work or otherwise lead normal lives 
heir cardinal complaint, claudication, has been 
relieved. There seems to be a general improvement 


in their healt] The patients seem to be living 


longer and having fewer cardiovascular complica- 
tions than might be expected from the nature of their 
disease. This may be due to the fact that most of 
the patients in this series have been kept on perennial 
anticoagulant therapy. Late manifestations of ex- 


tremity ischemia have not occurred. Somewhat over 


50° of the patients have obtained rest: ration of 


t 


pedal pulses 


SUMMARY 


Atherosclerotic disease of the abdominal aorta and 
iliac arteries may manifest itself as: (1) Partial 
stenosis of the aorta or iliac arteries: (2) Segmental] 
occlusion of the iliac vessels; (3) Classic Leriche’s 
syndrome. Palpation of the femoral arteries as well 
as of the pedal arteries should be included in all 
physical examinations, Diminished force of femoral 
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artery pulsation is diagnostic of more central arterial 
narrowing or occlusion (of the aorta or of the iliac 
vessels) due to atherosclerotic disease. The patient 
presenting the classical symptoms and signs, that is, 
hip or thigh claudication and diminished or absent 
femoral artery pulses, should be advised to have 
surgery, for the symptomatic disease means that 
70°. or more of the arterial lumen has been com- 
promised. 


Modern surgery has much to offer for athero- 


Heredity 


The chances of children inheriting certain phys- 
ical and mental defects can often be predicted. 

In recent years more than 15 little-known ‘“hered- 
ity counseling” clinics connected with medical cen- 
ters or universities have quietly sprung up in the 
United States and Canada. The counseling is done 
by geneticists-scientists trained in human heredity. 

The work of these centers is described by a New 
York writer, Jack Harrison Pollack, in the March 
Today's Health, the American Medical Association's 
health magazine. 

Parents generally visit a heredity clinic after the 
birth of a defective child, but others also go to the 
clinics because a relative has a defect. 

“The heredity counselor—who deals in facts, not 
fears—estimates the risks of a couple’s future babies 
being born abnormal. It isn’t wild, hit-or-miss 
guesswork. 

‘Before any predictions are made, a family tree 
is carefully investigated. Advice-seekers often re- 
ceive complete physical examinations. .. . / A heredity 
counselor may also probe hospital records, search 
old family Bibles, and church records, and, occa- 
sionally, even drive hundreds of miles to interview 
distant relatives.” 

After evaluating all the facts, the counselor out- 
lines the mathematical probability of a couple's 
inheriting certain abnormalities, Pollack said, ‘“Nat- 
urally no mere mortal can predict nature’s handi- 


work with absolute certainty. Yet risks for mal- 


sclerotic disease of the abdominal aorta and iliac 


arteries. Surgery may prevent the peripheral and 
cephalic spread of the disease, remove stenotic lesions 
before thrombosis occurs, prevent pedal gangrene 
and, most important to the patient, relieve the prin- 
cipal symptom of the disease, claudication. 

A 24 case series is presented. 
100 Medical Arts Building 
Norfolk, Virginia 


Counselors 


formation recurrences in families can frequently be 


estimated, even when an inheritance pattern is 
unclear.” 

The couple about 
whether or not to have children. “Guiding instead 
of deciding,” they merely try to clarify the couple's 
thinking by telling them the scientific likelihood of 


specific traits appearing in their unborn children 


counselors never advise a 


so that they can make their own intelligent decision 
about having children. 

Dr. Sheldon Feed, director of the University of 
Minnesota Dight Institute and a leading heredity 
counselor, was quoted as saying, ““What is an ac- 
ceptable risk for one family may not be for another. 
Many factors have to be considered, such as reli- 
gious principles, guilt feelings, and whether the 
parents already have normal children.” 

Risks vary from 50 per cent down to practically 
zero, but they are usually much less than parents 
had feared, the article said. 

Not only do the clinics give information about 
malformations, but also about hair, skin and eve 
color, multiple births, and susceptibility to such dis- 
eases as diabetes and schizophrenia. 


Clinics are operating in Berkeley, Calif.; Chi- 
cago; New Orleans. Bethesda and Baltimore, Md.; 
Ann Arbor and Lansing, Mich.; Minneapolis; New 
York City; Winston-Salem, N.C.; Columbus, Ohio; 
Austin, Texas; Salt Lake City; Richmond, Va., and 
Montreal and Toronto, Canada. 
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INCE THE INTRODUCTION of the auto- 
nomic blocking agents for use in the treatment 
of hypertension, considerable interest in these drugs 
has followed. The blocking agents, hexamethonium. 
pentapyrrolidinium and chlorisondamine are quar- 
ternary ammonium salts which have uncertain gas- 
trointestinal absorption.’ Mecamylamine* (In- 
versine) has similar action but is a secondary amine 
and is absorbed completely from the gastrointestinal 
tract.” The regular absorption and longer pharma- 
cologic activity of mecamylamine have diminished 
the occurrence of hypotensive crises and parasympa- 
tholytic manifestations. 

This study was undertaken to evaluate the effect 
of mecamylamine and reserpine on blood pressure 
levels and vascular disease in patients with severe 
hypertension. 


MATERIAL AND METHODS 


Fourteen Negro patients, 5 male and 9 female 
were included in the study. The average age was 
46 vears (range 35 to 47). 

Severity of the hypertensive disease was assessed 
by a pretreatment evaluation which included: com- 
plete history, physical examination, electrocardio- 
gram, 6 foot chest film, intravenous pyelogram, 
BUN?t, urinalysis and other special examinations 
as indicated. After a period of treatment, repeat 
studies of fundi, electrocardiogram, chest film, BUN 
and urinalysis were made to evaluate changes oc- 
curring during the period of therapy. 

The diagnosis of severe hypertension was based 
on a mean blood pressuref, of more than 140 and 


at least two of the following criteria: 


Presented at annual meeting of The Medical Society of 
Virginia, October 27-30, 1957. 

From Hypertension-Renal Clinic, Department of Medi- 
cine, Medical College of Virginia Hospital, Richmond, 
Virginia. 

*Mecamylamine was kindly supplied as Inversine by 
the Merck, Sharp and Dohme Pharmaceutical Com- 
pany, West Point, Pennsylvania. 

+ Serum urea nitrogen. 

+ Mean blood pressure is calculated as diastolic pressure 

plus one-third of the pulse pressure. 
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a. Grade III or IV fundi (Keith-Wagener Scale) 

b. Persistant nitrogen retention 

c. Cerebrovascular accident 

d. Cardiomegaly and abnormal electrocardiogram 

e. Previous failure to respond to specific antihy- 

pertensive treatment. 

Twelve patients were placed on reserpine 2 mgm. 
per day for four to six weeks prior to treatment, and 
all patients received this dosage concomitantly with 
initial mecamylamine therapy.** Mecamylamine was 
instituted initially in doses of 2.5 mgm. twice a day 
and was increased until blood pressure decreased to 
near normal levels or intolerable side effects ap- 
peared. The patients were followed at weekly inter- 
vals and dosage adjustments were made at these 
times. Blood pressures were determined by both 
doctors and nurses using a standard procedure. The 
lowest recorded blood pressure of a particular date 
was used in compilation of data. 

On clinic visits careful inquiry was made regard- 
ing side effects and patients were instructed to report 
by phone any untoward symptoms. Parasympatholy- 
tic manifestations were treated with neostigmine 
and /or urecholine®, and, in addition, laxatives and 
enemas were used as necessary. The patients devel- 
oping evidence of severe reserpine toxicity (depres- 
sion, inability to sleep in the early morning hours, 
diarrhea) were placed on smaller dosage or reserpine 
was discontinued. 


RESULTS 
Dos ige | Fig. 1): 

In the first four weeks of treatment, marked pos- 
tural hypotensive responses were observed with an 
average dose of 12.5 mgm. per day. Satisfactory 
hypotensive responses in the supine position occurred 
in only an occasional patient. The dosage of meca- 
mylamine was stepwise increased in an attempt to 
obtain more normal blood pressure levels. At 8 


weeks the average dose was 41 mgm. per day and at 


20 weeks, 103 mgm. per day. 
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Mgm_of Mecamylanine 


2 


Fig. 1—Dosage of mecamylamine. 
weekly intervals. 


2 & 3) 


Most of the patients showed definite postural 


Blood Pressure ( Figs. 


hypotensive responses to moderate drug dosage in 
the first 16 weeks following institution of mecamyla- 
mine. No decrease or only slight decrease in reclin- 
ing blood pressures were observed. During the latter 
part of treatment reclining blood pressures rose above 
control levels and postural hypotensive responses 
were much less marked. 


Fundi: 

In one patient regression of papilledema occurred. 
In three other patients retinal hemorrhages and exu- 
dates decreased. Arteriolar spasm was uniformly 
present in all patients and showed no essential change 
during therapy. No deterioration of fundi was ob- 


served. 


Heart: 

Eleven patients had cardiomegaly. None of these 
patients showed significant regression in heart size 
during treatment. One patient died of congestive 
failure at the 26th week of treatment. One patient 
succumbed to a myocardial infarction 26 weeks after 
start of therapy. 

Central Nervous System: 
Eleven patients complained of headache and diz- 


ziness prior to treatment. No patients showed im- 
provement in these manifestations and an additional 
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The dose of mecamylamine for each patient 
The line represents the average dose. 


4 


WEEKS 


is plotted at 


patient developed severe dizziness with mild ataxia. 
One patient died of an intracerebral hemorrhage on 
therapy and another patient who had had a cere- 
brovascular accident prior to institution of treatment 
developed further intracerebral hemorrhage at the 
25th week of therapy but survived. 


Electrocardiogram: 

Two patients had electrocardiograms considered 
normal prior to treatment. The remainder had ab- 
normal electrocardiograms compatible with left ven- 
tricular strain. One patient developed auricular 
fibrillation on treatment and another had auricular 
fibrillation throughout the period of observation. One 
patient with a normal electrocardiogram prior to 
treatment developed abnormal T waves during treat- 
ment. 

Renal Function: 

Two patients had no evidences of renal impair- 
ment prior to treatment. The remaining patients 
Eight patients 
had nitrogen retention with BUN between 27 and 
45 mgm.%. 


all had evidence of renal disease. 


The mean BUN for the entire group 
was 24 mgm.% prior to treatment. Two patients 


died in uremia. The BUN rose an average of 7 


mgm." in the other patients. 
decrease in the BUN during 


No patient showed a 
treatment. 


Side Effects: 
Thirteen patients complained of side effects dur- 
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Figs. 2 and 3—All mean blood pressures are plotted for each patient at weekly intervals in 
reference to the individual’s control blood pressure level. All control blood pressures are 
superimposed on the 0 line. Points above or below 0 line represent blood pressures respectively 
above or below mean blood pressure. The fine line is the average weekly pressures and the 
heavy line is visually fitted to the trends. 
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ing treatment. Episodes of dizziness and weakness 
were usual when an effective hypotensive response 
occurred. One patient had convulsions on two occa- 
sion. Blurred vision was frequent. Dry mouth was 
practically universal, but responded to parasympa- 
thomimetic drugs. Constipation was frequent in early 
treatment but became a lesser problem as therapy 
was continued. Four patients developed diarrhea 
which was not controlled by discontinuance of 
reserpine. 

Severe intention tremors developed in two patients ; 
both had moderate nitrogen retention (44 and 64 
mgm.‘~) and were taking reserpine, 2 mgm. per 
day. These tremors disappeared in three weeks 
following withdrawal of reserpine and addition of 
phenobarbital. Mecamylamine was continued in full 
dosage in one patient and in smaller dosage in the 
other. 

DISCUSSION 

The effects of mecamylamine must be interpreted 
with caution. Every patient had severe elevation of 
blood pressure and had already developed clinical 
hypertensive changes in the heart and/or kidneys. 
Failure to achieve control here must not be inter- 
preted to indicate that similar results will be ob- 
tained in less advanced cases. 

Significant and occasionally excellent postural 
hypotensive responses were frequently produced by 
moderate drug dosage in the first several weeks of 
treatment. Reclining responses were infrequent. 

Later on in the treatment period, despite increase 
in mecamylamine dosage, the hypotensive response 
In the latter weeks of 
treatment, dosage up to 160 mgm. of mecamylamine 
per day had only minimal effect. The observed rise 


was progressively smaller. 


of the reclining blood pressures above the mean 
control blood pressure in the last three months of 
treatment is not readily explainable, but we do not 
feel it should be considered solely a part of the 
natural progression of hypertensive disease. 

Side effects in general did not cause serious diffi- 
culty. We had no cases of paralytic ileus and con- 
stipation was easily controlled in all but one case. 
We can offer no ready explanation of the cases of 
diarrhea. 

Death of four of the fourteen patients during the 
treatment period may be significant. An additional 
two patients have had to be dropped from the study 
because of hypertensive disease progressing to in- 
validism. Five patients were so refractory to the 
drug that other methods of therapy are now in use. 
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This leaves only three patients who are still being 
treated primarily with mecamylamine. 


SUMMARY AND CONCLUSIONS 

1. Fourteen patients with severe hypertension have 
been studied in regard to their therapeutic response 
to mecamylamine in conjunction with reserpine. 

2. Significant postural hypotension was obtained 
on moderate dosage in the first three months of treat- 
ment although there was a poor response in the 
supine position. A progressive diminution in thera- 
peutic effect over the remainder of the treatment 
period regularly occurred with a tendency of the 
reclining blood pressures to rise above the control 
levels despite heavy dosage. 

3. Except for some improvement in the optic fundi 
in four patients, no regression of the hypertensive 
vascular disease in the cerebral, cardiac or renal 
areas was observed. 

+. Mild side effects were frequent and distressing 
although dangerous side effects were unusual. Con- 
vulsions were encountered in one instance. Serious 
constipation occurred only once. Diarrhea occurred 
in four patients. 

5. Four patients died under treatment and it has 
been possible to continue treatment in only three 
cases. 
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ANY WOMEN request advice from the phy- 
sician about sex problems. Some of these seek 


a greater thrill or derive vicarious pleasure from 
discussion of sex with the doctor. The physician 
who is not a psychiatrist would do well not to en- 
courage this sort of discussion.! Another type is the 
woman who has an incompetent husband. She has 
a grave problem and should be referred to the psy- 
chiatrist. Actually, most women suffering from dys- 
pareunia hesitate to bring up the subject. I find it 
a great help in promoting discussion to approach 
the problem from the purely physical aspects. These 
are four: 1. Vaginismus, or painful contraction of 
the vaginal muscles which prevents entry into the 
vagina; 2. Vaginal outlet relaxation; 3. Senile, or 
atrophic vaginitis; 4. Vaginal stenosis with peri- 
vaginal fibrosis. When I find any of these conditions 
present upon examination of a married woman | 
say to her, “I would imagine that sex relations are 
rather painful.” 

This usually opens the way, at first to hesitant 
replies, then to a matter of fact discussion about the 
problem. 

Dyspareunia can often be prevented. Shortly after 
it occurs, it can be alleviated by relatively simple 
measures. When it is of long standing, it may tax 
the ingenuity and patience of the physician. When 
it follows episiotomy or pelvic repair, it may be 
embarrassing to the physician who performed the 
operation. When the condition does not respond to 
the measures herein outlined, the doctor should sus- 
pect underlying psychological problems. Some wom- 
en utilize even minor vaginal irritations as an excuse 
to evade their marital obligation. I recall an old 
maid who married a successful small businessman 
in order to quit her disliked job. All was well for 
two years, then I saw her with the complaint of a 
vaginal irritation. Examination revealed senile 
vaginitis and marked vaginismus. Topical estrogen 
and self-dilatation overcame these, then she devel- 
oped trichomonas in the estrogen stimulated vagina. 
This was cleared up but she still protested that her 
problem was unrelieved. Review of her domestic his- 
tory elicited the fact that her husband had recently 
had a severe illness which depleted their savings. 


Because of his illness he lost his business and she 
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had had to go back to work to support both of them. 
I advised her that I could offer no more help. She 
then developed bladder urgency and frequency and 
consulted a urologist. 

The best time to prevent dyspareunia is before 
marriage. The single, most important reason for 
the premarital examination is to make certain that 
the girl is adequate for sex relations. Physicians 
disagree as to what else is important at this inter- 
view. My own policy is to fit the prospective bride 
with a diaphragm if she so wishes and to answer 
any questions that she wants to ask. Most young 
people do not need advice about sex from the doctor. 
If they do their questions should be answered fac- 
tually and impersonally. 

A vaginal introitus that admits a small vaginal 
speculum readily is usually adequate for sex rela- 
tions. A tight, one finger introitus, or less, is indi- 
cation that the hymen needs dilation. It is highly 
important that the patient perform this dilation her- 
Even 


when surgical incision of the hymen is necessary the 


self in order to learn to relax her muscles. 


self dilation is important as a subsequent step. If 
it is not employed painful vaginismus will be the 
result. Graduated glass or plastic vaginal dilators are 
available. Rectal dilators will suffice. These sets 
must be supplemented for some individuals by two 
small test tubes, one the diameter of a lead pencil 
and the other a little larger. The dilation is per- 
formed by the patient, herself, at home. I have vet 
to have a patient who was unable to do this. 

When a young woman is seen with an intact 
hymen that will not admit one finger she should be 
shown the small test tube the diameter of a pencil. 
This should be introduced through the hymen by 
the patient with the physician guiding it. Nothing 
further can be accomplished on this visit. She should 
be given a set of graduated dilators and instructed 
to use them at home. It will usually be easy to 
perform a vaginal examination at the next visit. 
After this sex can be consumated with little dis- 
comfort. If the smallest test tube cannot be intro- 
duced surgical incision of the hymen will be a neces- 
sary preliminary procedure to the self-dilation. 

When a married woman is seen who has been 


unable to consumate her marriage because of pain- 
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ful vaginismus she should be instructed to discon- 
tinue sex relations. She should then practice self 
dilation until she is able to pass a relatively large 
dilator after which sex relations can be resumed 
without discomfort. A painful episiotomy scar will 
often produce this situation after childbirth. Dis- 
continuance of sex relations and self-dilation will 
efface the problem. I have successfully treated wom- 
en who have had dyspareunia for several years by 
Some of these individuals had had 
repeated forceful attempts at dilation by other phy- 
sicians both with and without anesthesia without 
relief. Vaginismus is an involuntary reflex, condi- 


this method." 


tioned by an initial painful experience and added 
to by successive trauma by the husband or the doc- 
tor. The pubococcygeus muscle has both involuntary 
and voluntary control. The involuntary, painful 
spasm of the muscle can be prevented or overcome 
by the patient’s self-induced relaxation. Surgery 
to the vagina and postmenopausal senile changes in 
the vaginal tissues may be followed by physical 
obstructive factors. In every instance self-dilation 
to overcome painful vaginismus is an important part 
of treatment. 

Vaginal outlet relaxation rarely produces dys- 
pareunia unless it is accompanied by prolapse of 
the bladder, or uterus, or both. In such instances the 
prolapse usually bothers the patient more than sex 
discomfort and is the primary reason for reparative 
surgery. One must be careful not to repair these 
too tightly and it is my usual practice not to repair 
lesser degrees of rectocele for this reason. When a 
large rectocele, or a combined recto-enterocele is 
present there is no choice but a posterior repair and 
such individuals may need a period of self-dilation 
before they can resume sex relations. 

In older women senile changes in the vaginal 
mucosa and perivaginal tissues commonly cause 
dyspareunia. Senile vaginitis is often overlooked. 
The early stage is manifest on vaginal examination 
by thinning and redness of the vaginal mucosa. The 
diagnosis can be confirmed by a wet smear of the 
vaginal secretion which will disclose an appreciable 
number of small, rounded, immature epithelial cells 
instead of the sharp-cornered cuboid or rectangular 
mature cells. Unless symptoms are present no treat- 
ment is called for. The symptoms requiring treat- 
ment are dyspareunia, irritating vaginal discharge 
and bleeding. The treatment of senile vaginitis is 
specific. Topical estrogen reverts the mucosa prompt- 
ly to a mature form. Most individuals so affected 


will respond with promptness and gratitude to a 
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“daily local application on an estrogen suppository or 
creme for two or three weeks. Thereafter a small 
amount should be used once or twice a week for an 
indefinite period since the condition will ultimately 
recur if the estrogen is stopped. It should be re- 
membered that a woman who is taking oral or 
hypodermic estrogen for menopausal or other reasons 
cannot have senile vaginitis. If she complains of 
dyspareunia it must be from some other source. 
The administration of estrogen in any form, includ- 
ing topical, to the post-menopausal woman often 
flares up trichomonas or monilia vaginitis. This, in 
turn, may produce a painful vaginismus. Such a 
situation may require treatment of the secondary 
vaginitis plus self-dilation. The simpler measures 
for relief of trichomonas and monilia are the best. 
Overtreatment with harsh chemicals may add an 
ulcerative chemical vaginitis with secondary bac- 
terial infection to an already complicated situation.‘ 

In post-menopausal women endometrial carcinoma 
must always be kept in mind. If any bleeding is 
present or if there is a profuse discharge from the 
endocervical canal, a curettage is indicated before 
treatment of the vagina is commenced. I have seen 
several women with sufficient senile vaginitis to 
cause bleeding who have also had an early endo- 
metrial carcinoma.> In some of these the primary 
complaint was dyspareunia. 

Vaginal stenosis and fibrosis in my experience are 
either the result of surgical scars in the perineum 
or of untreated senile changes in the vaginal tissues. 
Advanced senile fibrosis may almost obliterate the 
vagina, particularly in the upper third. I have seen 
two instances of partial rupture of the vagina which 
resulted from a combination of stenosis and forced 
sex relations while the patient was under the in- 
fluence of alcohol. Such cases require long range 
estrogen therapy to mature and soften the vaginal 
tissues plus self-dilation to overcome the narrow- 
ing of the vaginal lumen and vaginismus. In many 
instances a plastic operation is necessary to enlarge 
the vaginal introitus but it should only be performed 
after the first two measures of therapy have been 
used for an adequate period. It is equally important 
that they be continued after the operation. 

When estrogen is begun the woman should be 
cautioned that it may cause a burning sensation in 
the vagina and also produce some vaginal discharge. 
In addition, she may absorb enough of the drug from 
the atrophic vaginal mucosa to make her breasts 
After these 
inconveniences wear off it may be expedient to sub- 


sore and even give her hot flushes. 
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stitute a small oral dose of estrogen for topical 
application. This is particularly true in those cases 
where a reactivated trichomonas or monilia vagini- 
tis requires local treatment. I find that 0.3 milli- 
grams of oral conjugated estrogen taken three days 


a week is the approximate optimum dosage in such 
instances. 
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The joy that children receive from pets, particu- 
larly dogs and cats, far outweighs the danger in- 
curred from bites and disease that the animals may 
inflict on them. This was revealed in an article by 
Dr. Hugh A. Carithers, of Jacksonville, Fla., which 
appears in the February issue of the Journal of 
Diseases of Children, published by the American 
Medical Association. 

The report noted no serious or lasting effects to 
157 children who had been bitten by one of 10 
species of animals during the 20-month study. 

The majority of children bitten were between the 
ages of 2 and 10 years. “This is during the time 
when parental protection wanes and the adventurous 
spirit takes over. After the 10th vear a child has 
attained considerable discretion in handling ani- 
mals.”’ 

A boy’s natural aggressiveness towards animals 
was illustrated by the fact that males held a 3 to 2 
ratio over females in the number of bites. 

Seasonal factors seem to have little or no impor- 
tance as to when an animal might attack. No less 
than 4 nor more than 15 cases were recorded in 
any one month. 

Of the various animal bites examined during the 
survey, the dog was the most frequent offender. “To 
his credit, however, it should be pointed out that the 
child was usually at fault.” 


Why do dogs bite children? Observations seem 


Vou. 85, AprRIL, 1958 


Pets for Children 


nN 


. Bieren, R.: Dyspareunia. Med. Ann. 
Columbia 19: 608, 1950. 

3. Bieren, R.: Vaginitis in Older Women. Geriatrics 8: 
429, 1953. 

4+. Bieren, R.: Vaginitis. Med. Ann. District of Columbia 
Za: 37, 395% 

5. Bieren, R.: Abnormal Vaginal Bleeding. Am. J. 

Obstet. & Gynec. 67: 1091, 1954. 


District of 


6416 Arlington Boulevard 
Falls Church, Virginia 


to indicate the following reasons are most common: 


in self-defense; unintentionally during play; and 
in protection of their property. 

In addition to the dog, other animals involved 
in the study were the cat, rabbit, squirrel, horse, 
rat, hamster, monkey, skunk and raccoon. 

Dr. Carithers feels that the emotional and educa- 
tional value of pets far outweighs the danger of bites 
and disease to which children are subjected. He 
offers the following suggestions to help prevent 
accidental biting: 

“Children should not own pets until they can care 
for them and show discretion in their handling. 
Such ability is rare under the age of 4 years and 
unusual under the age of 6 vears. 

“Usually older animals are to be preferred to 
immature ones as pets for voung children. 

“Children should be taught that animals have 
rights, including an existence free of pain and ex- 
cessive teasing.” 

He also suggested that children be taught to avoid 
all strange animals, especially sick or injured ones. 
When small, children should be taught not to tres- 
pass, and, as older children, when riding bicycles, 
they should deliberately avoid routes where dogs 
are known to chase vehicles. Under adult supervi- 
sion, children should be encouraged to make friends 
with pets in their neighborhood. An adult should 


be called when a child finds two animals fighting. 


. 
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Saddle Embolism 


HIS IS THE CASE of a white female patient, 
Mrs. O.G., age 42. Before the present admis- 


sion, she had had two previous admissions. One was 
1951, for recurrent cystitis and 
cystocele with no operation for the latter. She was 


on November 13, 


admitted again on April 3, 1955, and at that time 
a diagnosis of peptic ulcer with perforation was 
made. She improved markedly on Levine suction 
and, with an ulcer regime, was discharged in twelve 
days, symptom free. A gall bladder series at this 
admission showed a poorly functioning gall bladder 
with no evidence of stones. ; 

On April 29, 1955, she was admitted again to 
the hospital complaining of loss of appetite and 
mild epigastric pain. She also stated that for the 
week prior to admission she had not felt like being 
up at all. To evaluate the past history, the patient 
had had the two previous admissions. She had also 
been treated for a duodenal ulcer as an out-patient 
three years previously. Otherwise, she had had no 
serious illnesses, operations or accidents. She has 
two children. Menstrual periods were regular. His- 
tory by systems was noninformative. Physical ex- 
amination revealed a well developed and nourished 
white female tending toward obesity. She appeared 
apprehensive, complaining of extreme weakness. The 
head and scalp were negative. The pupils reacted 
equally to light and accommodation. The fundi were 
normal. Neck—no 
tenderness or rigidity, thyroid gland was not pal- 
pable. Thorax—lungs were clear. Heart—rate was 
rapid, pulse 120, blood pressure was 110/80, rhythm 
regular, no thrills or murmurs. Abdomen—no masses, 


ENT—negative and normal. 


tenderness or rigidity, no herniae present and no 
ascites. Vaginal and rectal—within normal limits. 
Extremities—normal with pulsations present and 
equal in the dorsalis pedis and posterior tibial 
arteries. Reflexes—hyperactive. Laboratory exam- 
ination—on admission the HBG was 13.1 grams, 
RCV—47, leukocytes—7850 with a normal differ- 
ential. Urine was negative as was the serology. Blood 
urea was 18.8 milligrams and the sodium, potassium 
‘and glucose were within normal limits. EKG—ex- 
amination on April 29, 1955, showed sinus tachy- 
cardia, on May 1, 1955, sinus tachycardia, question- 
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able coronary ischemia, and on May 2, 1955, the 
findings were of a possible coronary occlusion with 
myocardial infarction. The bleeding and clotting 
time was normal and the chest x-ray showed no 
abnormalities. She was placed on complete bed rest 
and sedation. On May 4, 1955, the patient was seen 
by Dr. Willis R. Lacy who was her attending phy- 
sician. About 8:45 P.M. the patient complained 
of sudden, severe pain and numbness of both legs. 
Dr. Victor F. Albright was called in consultation 
at around 10:00 P.M. On examination at that time 
both feet, legs and thighs were blanched and cool. 
The veins were collapsed and there were no inguinal, 
popliteal or peripheral pulses palpable on either 
side. Impression was of saddle embolus and imme- 
diate surgery was recommended. 

The patient was prepared immediately and the 
anesthetic was begun at 11:00 P.M. A lower mid- 
line incision was made from the pubis to a little 
above and left of the umbilicus. The peritoneum 
was opened and manual examination of the aorta 
revealed that pulsations ceased about 1'-2 inches 
above the bifurcation. The posterior parietal peri- 
toneum was incised over the aorta and iliac arteries. 
These vessels were then dissected free. A '% inch 
gauze tape was passed around the aorta and held 
with a clamp. Tapes were then passed around the 
iliac arteries at a level presumed to be distal to the 
embolus. After tightening all tapes, an incision was 
made just above the bifurcation for a length of 
1 inch. Through this incision a large saddle em- 
bolus was removed which had completely blocked the 
aorta and extended down into the iliac arteries. 
When the tape was released above, there was brisk 
bleeding with no evidence of obstruction. When the 
tapes were released on the iliac arteries, there was 
some back bleeding but not excessive in amount. 
A ureteral catheter with suction was passed into each 
iliac artery but no further clot was obtained. The 
incision in the aorta was then closed with a running 
suture of 00000 arterial silk. All tapes were released. 
At this time it was felt that the pulsations in the 
left iliac were poor to absent. Accordingly, an in- 
cision was made in this artery and, with further 
suction by means of a catheter, 2-3 inches more of 
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the embolus was removed. At this time the back 
bleeding was quite brisk. Palpation of the dorsalis 
pedis arteries at this time showed good pulsations 
in the left but weak to absent in the right. Accord- 
ingly, the same procedure was carried out on the 
right iliac artery with removal of residual embolus. 
The iliac arteries were closed in the same manner, 
the posterior peritoneum closed and the abdominal 
wound repaired in layers. An incidental finding at 
the time of closure was a subsiding acute cholecy- 
stitis. Before leaving surgery both lower extremities 
were warm and of normal color with equal peripheral 
pulsations bilaterally. The patient received 1000 
cc. of whole blood and 1500 ce. of molar lactate dur- 
ing the surgery. The anesthesia was endotracheal, 
closed ether and oxygen. 

Post-operatively the patient received depoheparin 
and then dicumeral. Her postoperative course ac- 
tually was uneventful with the exception of the reg- 
ulation of her dicumarol therapy. She received solid 
food on the second post-operative day. She was up 
in a chair on the sixth post-operative day and was 
up walking on the sixteenth post-operative day. She 
was discharged on dicumarol therapy June 4, 1955. 

The follow-up on this patient we consider to be 
the most remarkable part of her history. She con- 
tinued to do well following her saddle embolectomy 
until August 16, 1955, when she was again admitted 
with right upper quadrant pain and symptoms again 
referable to gall bladder disease. She improved 
markedly and on conservative therapy was dis- 
charged August 20, 1955, symptom free. 


Just any wheel chair won't do for a person who 
must spend most of his life in one. The wheel chair 
should be “prescribed to fit the patient’s measure- 
ments and modified to meet the demands of his 
disability,” according to an editorial in the January 
4 Journal of the American Medical Association. 
Factors to be taken into consideration when select- 
ing a chair are the width of the doors and turns in 
narrow halls through which it must pass, whether 
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She was again admitted on March 17, 1956, with 
a diagnosis of acute cholecystitis and it was felt at this 
time that surgery should be performed. On March 
8, 1956 she was taken to surgery and a cholecy- 
stectomy was performed. Though she had an icteric 
tint at the time of surgery, because of the technical 
difficulties encountered and the obliteration of land 
marks, the common duct was not opened per se. 
Palpation of the duct did not reveal any obstruction. 
The common duct was probed through the stump 
of the cystic duct and again it was felt that there 
was no obstruction in the common duct. Catheter 
was placed into the common duct through the cystic 
duct opening. About ten days following this opera- 
tion, a cholangiogram revealed a stone in the com- 
mon duct. On April 16, 1956, a second operation 
was performed and a fairly large impacted stone 
was removed from the common duct. The patient’s 
post-operative course was uneventful and she was 
discharged on the tenth post-operative day. The 
patient was seen on May 13, 1957, and is in the best 


of health and spirits with no complaints whatsoever. 


In submitting this article, as the surgeon on the 
case, I wish to express my apreciation to Dr. Willis 
R. Lacy for his continuous and invaluable super- 
vision of all the medical aspects, without which the 


surgery would have been to no avail. 


114 West Boscawen Street 


Winchester, Virginia 


it will be used outdoors, and the patient’s ability 
to use his hands in moving it. 


Foam rubber cushions and arm, leg and head rests 
will help make the patient more comfortable. A 
variety of attachments, such as detachable trays, can 
help the patient be more independent, the editorial 
said. But everything about the chair must be suited 
to the individual patient. 
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NGIOKERATOMA CORPORIS DIFFUSUM 

UNIVERSALE is a clinical entity which ap- 
parently involves the skin, vascular, renal, cardiac 
and pulmonary systems. 

Recently the first case report of this entity was 
published in this country by Dr. Phaedon Fessas, 
Dr. M. M. Wintrobe and Dr. G. E. Cartweight. This 
entity apparently is extremely rare and little is 
known concerning the condition (only nine previous 
cases reported). It was felt that any similar such 
case might be of value in bringing other instances 
to light. The diagnosis in the case being reported 
here was not suspected until the publication of the 
article mentioned above. 

This twenty-one vear old white male has been 
followed approximately five vears. He was initially 
seen because of severe aching in his arms and legs 
accompanied by temperature elevation and _ chills. 
The patient in 1953 gave a history of having had 
innumerable such episodes as far back as he could 
remember, the diagnosis being rheumatic fever. 
Questioning of the family revealed that the patient 
had been subject to such spells since the age of six. 


Fig. 1 
Scrotal view showing frequent areas of pigmentation. 
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Angiokeratoma Corporis Diffusum Universale 
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He had noted the appearance of purplish spots over 
his buttocks since that date. The patient described 
his attacks of pain as being aching in nature and 
accompanied by some swelling of the face and hands. 
He noted that the spots were increasing in number 
and none of them disappeared. Physical examination 
revealed an acutely ill white male with a tempera- 
ture of 103. His physical examination was other- 
wise negative except for the findings of purplish 
spots located about the umbilicus, on the buttocks 
and scrotum. Laboratory data at that time revealed 
a normal urinalysis, a white cell count of 5,900 with 
36 segs. 51 lymphs. and 3 monos., red cell count 
of 4,290,000 platelet count of 458,300, a negative 


Fig. 2—View of the lower back. 


serology and a bleeding time of two minutes thirty 
seconds, clotting time five minutes. Blood cultures 
revealed no growth. A chest x-ray and _ electro- 
It was felt, 
at that time, that the patient was suffering from 
Henoch Schénlen purpura. Subsequently the patient 


had episodes of aching pain, chills and fever occur- 


cardiogram were reported as normal. 
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ring every two to three months. He has been hospital- 
ized five times during the last four years because of 


the severity of the episode. His laboratory data 


= 
F 


ig. 3—Umbilical view shows a few lesions. 


during those hospitalizations was essentially similar 
to that of the initial admission. Because of nervous- 
hess, on one occasion, a radio-iodine uptake was 
done. This uptake was normal. Two bone marrows 
were found to be normal. Capillary fragility test 
was reported on several occasions as normal. Two 
biopsies have been performed and have not revealed 
any particular abnormalities. The patient has had 
innumerable laboratory studies which include these 
of two medical centers (Medical College of Virginia* 
and Duke University Hospital). Both have con- 
curred in the diagnosis. Other studies of interest 
include cholesterol 225, NPN 35, total protein 7.1, 
alb. 4.6, glob. 2.5, PSP 60¢¢ in thirty minutes, 
95° total excretion in two hours. Pulmonary func- 
tion studies were normal. 

X-ray of chest and skull were normal. Serum 
electrophoretic pattern was reported as normal. The 
patient developed some albumin in his urine which 
was not present initially. So far his renal studies 
have otherwise been normal. This patient was treated, 
at the suggestion of the physicians at the Duke Uni- 
versity Hospital, with cobra venom and experienced 
some alleviation of pain. He had previously been 
on cortisone for approximately a year with no ap- 


*The diagnosis was originally made at the Medical 
College of Virginia in the Laboratory for Clinical Investi- 
gation by Dr. G. Watson James, III. 
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Fig. +—Thigh view showing innumerable lesions, none 
of which have disappeared. 

parent change in his condition. Numerous prepara- 

tions for LE cells were negative. 

The patient, at present, seems to be somewhat 
improved. He prefers working in a cool climate than 
a warm one as apparently he has more difficulty with 
heat than with cold; however, his attacks of pain 
have occurred under both conditions. This patient’s 
urine has been studied on numerous occasions for 
the “fat cells” described as being present in this 
disease and so far none have been found. 

DISCUSSION 

J. Fabry in 1898 first described a case of Angio- 
keratoma Corporis Diffusum Universale. Since then 
nine other cases have been reported in the literature. 
The disease first manifested itself in childhood with 
appearance of “red spots” which increase with age. 
These characteristically are located on the lower 
back, buttocks, upper thighs and umbilicus. They 
do not bleed and occasionally blanch slightly on 
pressure. Systemic manifestations are rheumatoid 
pain and paresthesias, swelling of the legs, dizziness, 
headaches and weakness. Hypertensive cardiomegaly, 
emphysema, and renal pathology have been found. 
Death occurred from uremia in two cases and 
coronary thrombosis in a third. 

Pathological studies in the autopsied cases indi- 
cate the “presence mainly of some abnormality in 
the smooth muscles of the entire vascular system, 
considerable increase in the size of the media and 


varying degrees of vacuolization of the smooth mus- 
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cle by a substance which was found to be birefringent 
under polarized light.” 

In the Fessas case, the patient did not show the 
stainable lipoid substance which may be due to 
the fact that the disease has not progressed suffi- 
ciently. 

In suspecting the diagnosis the skin lesion has 
to be differentiated from purpura and _ hereditary 
telangiectasis. The lesions of the latter diseases 
are located principally on the face and distal parts 
of the extremities, while the lesion of Angiokeratoma 
Corporis Diffusum Universale are located on the 
lower part of the trunk, proximal part of the ex- 
tremities and about the umbilicus. The latter lesions 
do not blanch as do those of hereditary telangiectasis. 


The color is darker red in Angiokeratoma and is 
permanent. This latter fact differentiates these from 
purpura. Hereditary telangiectasis is not charac- 
terized by systemic features while Angiokeratoma 
Corporis Diffusum Universale apparently involves 
nearly all of the body systems. Also the lesions of 
the latter conditions do not bleed, while the former 
frequently have hemorrhagic manifestations. 
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Doctors to Head West for AMA Annual Meeting in June 


Between 12,000 and 15,000 physicians will jour- 
ney westward in June in search of something far 
more valuable than gold. They'll go on a quest for 
the latest information on new medical techniques 
and discoveries at the American Medical Associa- 
tion’s 107th Annual Meeting in San Francisco. The 
five days of June 23-27 will be filled with bright 
nuggets—including scientific exhibits, lectures, mo- 
tion pictures, panel discussions, televised surgical 
procedures and commercial exhibits. Convenient 
center for the Scientific and Technical Exhibits, 
films, color TV and lectures will be the Civic Audi- 
torium, the adjacent new Plaza Exhibit Hall and 
other surrounding buildings. Headquarters for the 
House of Delegates sessions will be the Sheraton- 
Palace Hotel. 

Plans for an outstanding scientific lecture pro- 
gram are being completed by the Council on Scien- 
tific Assembly. Opening the general scientific pro- 
gram Monday afternoon, June 23, will be a sym- 
posium on the care of the severely injured patient. 
Tuesday morning’s general meeting will feature 
another symposium on hazards associated with ther- 
apeutic agents. Formal scientific section meetings 
will run from Tuesday afternoon through Friday 
morning. 


Special panel discussions and demonstrations are 


being planned throughout the meeting, including: 
perinatal problems; methods of resuscitation of 
infants; nutrition; physical examination of physi- 
cians, using electrocardiograms and chest x-rays; 
fresh tissue pathology, and treatment of fractures. 
The Section on Miscellaneous Topics also is plan- 
ning sessions on allergy, prevention of traffic acci- 
dents, prevention of injury in sports, and medical 
professional liability. Other features will be a color 
television program of live operations and demon- 
strations from San Francisco Hospital and a varied 
motion picture program. 


Two high school winners of AMA scientific 
awards at the National Science Fair again will dis- 
play their prize exhibits. In addition, the top win- 
ners of the intern-resident and medical student 
exhibit classifications at the Student AMA conven- 
tion this spring will be invited for the first time to 
exhibit at an AMA meeting. 


Registration officially opens at the new Plaza 
Exhibit Hall Monday, June 23, at 8:30 a.m. and 
closes Friday noon. Advance registrations will be 
accepted Sunday, June 22, from 12 noon to 4:00 
p.m. The Scientific and Technical Exhibits will be 
open to AMA physician-members only on Tuesday 
and Wednesday mornings. 
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Services for the Indigent 


Y THE NATURE of their responsibilities, the 
practicing physician, the public welfare agency 
and the public health department are concerned with 
any tax-supported program which provides medical 
care to indigent persons. The responsibilities and 
relationships involved follow no single pattern but 
depend upon the available resources, past experiences 
and particular needs of the individual community. 

In Russell County, the practicing physicians, the 
Department of Public Welfare and the County 
Health Department have developed a cooperative 
program for the provision of medical-care to public 
assistance recipients. This paper is a report on 
the development of this program. 

The program actually began in 1952 with an 
investigation of medical services available to welfare 
clients at that time. This investigation was spon- 
sored by the County Medical Society and was carried 
out by the Departments of Public Health and Wel- 
fare. 

The investigation revealed that medical services 
to welfare clients were obtained by the client from 
any physician or hospital and only subject to au- 
thorization by the local Welfare Department. Au- 
thorization was generally granted on the basis of 
information given by the patient and/or the phy- 
sician concerned. This arrangement had inherent 
certain obvious faults. 

A major fault was demonstrable in that the au- 
thorizing agent, for such medical services, was not 
oriented in the medical profession and thus did not 
possess sufficient information to adequately judge the 
need, desirability or merit of the various requests 
for medical services. This fault promoted expendi- 
tures which were at times unreasonable and occa- 
sionally beyond the intended scope of the medical- 
care program. 

Too, because of the lack of informed control of 
the patients, the medical services of voluntary and 
public health agencies were not always made avail- 
able to the patient. For instance, authority may have 
been given a patient to obtain medical service from 


Presented at annual meeting of The Medical Society of 
Virginia, Washington, D. C., October 27-30, 1957. 
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a private physician when the care needed was avail- 
able in some health program with which the author- 
izing agent was not familiar. This duplication of 
services not only cost more to operate but in certain 
cases did not provide the best care of the patient. 

The Welfare Board functioned without the rou- 
tine advice or opinion of the medical profession. 
Decisions with the strongest of medical implications 
were made by the lay members of the Board. 

Applicants for public assistance were evaluated 
on the basis of information submitted by any prac- 
ticing physician. Due to lack of facilities, partiality 
to the patient, professional neglect and the time ele- 
ment involved, much of the information submitted 
was inadequate for proper action. This hindered 
evaluation of the patient’s need, both to the detri- 
ment of the applicant and to the administration of 
welfare funds. 

Rehabilitation of remedial cases was difficult since 
there was no coordinated medical direction. Treat- 
ment directed to rehabilitation and dismissal from 
public assistance was sometimes refused because of 
lack of insight from the medical viewpoint. 

Then, of course, all of these factors allowed occa- 
sional acceptance of unnecessary expenditures. Ex- 
cessive fees and drug bills were received, extensive 
hospitalization occurred and patients received dupli- 
cate services because of their “physician-shopping” 
habit. 

As a result of the investigation and on the assump- 
tion that these faults were remedial, several meetings 
were arranged between local physicians, the De- 
partment of Public Welfare, the Health Department 
and the Russell County Board of Supervisors. From 
decisions reached in these meetings, three initial steps 
were taken. 

1. A “screening” facility was established to locally 
determine the medical eligibility of welfare appli- 
cants. This facility took the form of a weekly clinic, 
conducted by the local physicians and Health De- 
partment, in which all applicants for public assist- 
ance were examined and a comprehensive medical 
opinion was rendered. At that time the clinic did 
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not offer treatment but served only a *‘screening”™ 
purpose. 

2. A Medical Advisory Committee, composed of 
local physicians, was formed to serve in an advisory 
capacity to the Department of Public Welfare rela- 
tive to specific medical problems. 

3. The local Health Department assumed the role 
of coordinator of medical services rendered to the 
indigent-sick. 

During the first three years of operation, the pro- 
gram was periodically evaluated and certain ob- 
servations were made. 

The plan definitely improved the working rela- 
tionship of the Department of Public Welfare, the 
Health Department and the medical profession. 

The plan provided an opportunity for control and 
coordination of medical services to welfare clients. 

The plan promoted the use of existing Health 
Department programs. For instance, out of 320 
patients screened during the first two years, 128 
received some diagnostic or treatment service by 
referral from the screening clinic to other Health 
Department clinics or programs. 

The plan served as a case finding program. Un- 
known cases of malignancy, syphilis, gonorrhea, dia- 
betes and tuberculosis were detected through the 
clinic. 

Another result of the screening activity and co- 
ordinated medical supervision was the economy fac- 
tor. In the fiscal year of 1953-54 the average hos- 
pital stay of Russell County patients, who were 
hospitalized under the State-Local Hospitalization 
program, was 7.2 days and the average cost per 
case was $87.56. During the same period the aver- 
age hospital stay for the State of Virginia, under 
the State-Local Hospitalization program, was 11 
days and the average cost per case was $145.98. In 
fiscal years 1954 and 1955, the average hospital 
stay and average cost per case of Russell County 
patients was again well below the State average as 
well as the average experienced in counties adjacent 
to Russell. 

However, one of the most important observations 
made was the fact that the patients with whom we 
were working, were for the most part indigent chron- 
ically il] persons. 

In view of this observation our group logically 
concluded that the original screening function need- 
ed to expand in order to provide some degree of 
medical care. Basic to subsequent action, three 
guiding axioms were agreed upon. 
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1. Care of the chronically ill is inseparable from 
general medical care. 

2. The basic approach to chronic disease must 
be preventive. 

3. Generally, the care of the chronically ill should 
be established on the principle of care in and 
around the home. 

To best meet the above criteria in view of local 
needs, it was decided to establish a General Medical 
Clinic which would not only continue the screen- 
ing and advisory activity but would also provide 
out-patient medical care. The clinic was activated, 
entirely with local funds, in January, 1956, and 
continued as such until July 1, 1956, at which time 
additional funds were made available through the 
Virginia Advisory Legislative Committee and the 
Virginia State Department of Health. Prerequisite 
to receipt of these funds the clinic was designated 
a demonstration General Medical Clinic and with 
minor administrative changes became a pilot study 
of a plan to provide coordinated medical care to 
the chronic indigent-sick. 

The remainder of this paper will be devoted to 
a brief discussion of our preliminary observations 
in the operation of this pilot study during the past 
18 months, January 1956 to July 1957. 

The primary design of the activity is to provide 
medical administrative facilities for the screening 
and disposition of the patients admitted. The en- 
tire program is oriented around a single general 
medical clinic. In general the clinic provides pre- 
ventive, diagnostic and therapeutic services that are 
commonly offered by an adequate general practi- 
tioner in the operation of his private office. 

Hospital care, when indicated for clinic cases, is 
provided on recommendation of the clinic physician 
and with subsequent authorization by the appro- 
priate authorizing agent for hospitalization pro- 
grams now in effect. This includes patients eligible 
under current programs of State & Local Hospital- 
ization (S.L.H.) as well as those eligible under 
present Vocational Rehabilitation services and other 
categorical programs administered through the local 
Health Department. 

Dental services are not rendered as an operation 
of the clinic but upon recommendation of the clinic 
physician the Superintendent of the local Depart- 
ment of Public Welfare may authorize such services 
to be provided by local practicing dentists. 

Bedside nursing care, as such, is not provided; 
but, where indicated and upon recommendation of 
the clinic physician, the Director of the local Health 
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Department may approve acceptance of the patient 


for services normally rendered through Public Health 
Nursing Supervision. 

Throughout the entire program emphasis is placed 
on the preventive and control aspects of the condi- 
tions exhibited by the patients admitted. 

The eligible population consists of public as- 
sistance recipients and medically indigent residents 
of Russell County. Medical indigency is determined 
by the Department of Public Welfare. 

Patient visits to the clinic are by appointment 
only. Appointment may be entered by request of 
eligible individuals, by referral of local physicians 
or return appointment given by the clinic physician. 

The coordination and integration of available serv- 
ices are both vertical and horizontal. The welfare 
social worker, vocational rehabilitation personnel and 
the Health Department staff are integrated, through 
the clinic, as a team. Referrals for assistance and 
information relative to individual cases flows back 
and forth, in these three groups. Rehabilitation and 
social workers are encouraged to attend the clinic 
with problem cases and clinic physicians assist by 
giving information as needed. 

The clinic is held in the Russell County Public 
Health Center each Friday afternoon. It is staffed 
by a public health nurse and a local physician who 
serve on a rotating basis with the other physicians 
of the community. 

The clinic budget for the fiscal year 1956-57 a!- 
lowed for the employment of an additional public 
health nurse, an honorarium to the clinic physician 
of $15.00 per clinic, the purchase of certain equip- 
ment, the provision of laboratory services through 
purchase in the local hospital and a limited number 
of consultation services. Drugs are obtained by in- 
dividual prescription and are paid for through the 
Department of Public Welfare. 

Each new patient admitted to the clinic is accom- 
panied by a referral sheet which gives identifying 
information and outlines the nature of the referral. 
On admission a clinic folder is opened for each case. 
This folder contains all information pertinent to 
the case and is filed in the local Health Center. This 
record is also available to private physicians and the 
hospital. The availability of such a central file 
expedites the handling of the cases both in the 
private physician’s office and when hospitalization 
is required. 

On discharge from the clinic a medical summary 
of the case and a cost analysis is entered in the closed 
folder. In the past 18 months, January 1, 1956, 
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to July 1, 1957, 65 patients were discharged from 
the clinic. Of the 65 discharged patients, 22 were 
either cured or considered improved to the extent 
that they could return to work and be dismissed from 
public assistance. Seven out of the 65 died. The 
remainder were either referred to other available 
treatment facilities or became ineligible for further 
Welfare assistance. 

On September 1, 1957, our total clinic case load 
consisted of 221 persons. All of these patients 
were white, 116 were males and 105 females. To 
handle the case load required an average of 12 
patient visits per clinic. At this rate and on the 
basis of 50 clinics during the past fiscal year, the 
services of the physician cost $1.25 per patient visit. 
This is in contrast to an average fee of $3.00 pre- 
viously paid for an office visit. 

The age distribution of current clinic cases ranges 
from 2 to 85 with a median age of 47. This rela- 
tively low median age is of importance in that it 
indicates the potential chronicity of many of the ill- 
nesses. Also, it emphasizes the moral and economic 
necessity of early rehabilitation of the long term 
indigent-sick. With rehabilitation as a primary 
objective, it is of interest to note that 127 of the 
current clinic population either has or is now receiv- 
ing rehabilitation services or specific therapy through 
special clinics or hospitals to which they have been 
referred. 

The types of illnesses exhibited in the clinic 
largely consist of the degenerative diseases that have 
existed for sometime prior to the patient’s admission 
to the clinic. It is estimated that 48 of the ad- 
mitted patients have varying degrees of non-reversible 
pathology in this general classification. In such 
instances our efforts are directed to the control of 
the disease process, alleviation of discomfort and 
the prevention of harmful sequela. Approximately 
25‘ of the cases have remedial defects which under 
proper treatment allow physical rehabilitation. The 
remainder of the cases usually represent acute ill- 
nesses and other disease processes which readily 
respond to treatment, but which without adequate 


therapy may develop into long-term pathology. 


SUMMARY 
This paper has been presented as a narrative de- 
scription of the development and operation in a 
rural area, of a cooperative program for the pro- 
vision of clinic services and related medical care 


to the indigent-sick. From experience gained in the 
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development of this program the following opinions 
are expressed : 

1. Medical care of the indigent-sick is a definite 
and increasing socio-economic and public health 
problem in Virginia. 


2. Each community must define and approach its 


The best preventive for tooth decay is the devel- 
opment of teeth with a “high resistance” to decay, 
according to the American Medical Association 
Council on Foods and Nutrition. A good diet during 
the period when teeth are forming will help develop 
caries-resistant teeth, James H. Shaw, Ph.D., Har- 
vard School of Dental Medicine, Boston, said in 
a special report for the council. It appears in the 
February 8th Journal of the American Medical As- 
sociation. 

The child’s diet during the formation period 
should consist of a “generous selection of foods 
from all the basic food categories.” They should 
be carefully cooked to preserve the original nutrient 
values. An ample supply of vitamin D (obtained 
mainly from vitamin D fortified milk and sunshine) 
should be provided daily. 

A highly desirable factor in over-all diet planning 
for the development of caries-resistance is the grow- 
ing availability of fluoridated water supplies. Small 
amounts of fluorine help prevent decay. 

After the teeth are fully formed and have erupted 
into the mouth, the same attention must be paid 
to the diet. In addition, the eating of sticky high- 
carbohydrate foods that adhere to the teeth should 


Best Preventive for Tooth Decay 


individual problem on the basis of local resources 
and local need. 

3. Generally the solution of the problem is the 
joint responsibility of the practicing physician, the 
public welfare agency and the Department of Public 
Health. 


be restricted. Experimental studies in animals have 
shown that tooth decay does not occur unless food 
containing a readily soluble form of carbohydrate 
is present in the mouth. It is not a matter of the 
total amount of carbohydrate eaten by the individual. 
“Of infinitely greater importance” are the form of 
carbohydrate and the circumstances that lead to its 
retention in the mouth. This is in contrast to the 
common feeling that all carbohydrates are harmful 
and should be eliminated as completely as possible. 
Shaw recommended that snacks and desserts con- 
taining large amounts of carbohydrate that stick to 
the teeth be replaced with fresh fruits, vegetables, 
fruit juices, or milk. 

While a restriction of carbohydrates will help 
reduce tooth decay, the “greatest hope . . . lies in 
the development of teeth with a high resistance to 
tooth decay. This goal is no longer based on wish- 
ful thinking, as it appeared to be as recently as 
two decades ago.” 

Shaw concluded that his nutritional recommenda- 
tions are not “uniquely designed to produce optimal 
dental health,” but they are recommendations that 
will result in an over-all good nutritional state for 
the individual. 


Vircinia Mepicat MONTHLY 


2 ‘ 
. 
e 
198 


Tuberculosis Control 


HE HEALTH of the 
and of its individual members is of concern to 
the private physician, the welfare department, 
the health department. 


ommunity as a whol 


The subject of their coop- 
eration and interdependence is too broad to be con- 
sidered in all its aspects but, since this Health In- 
stitute is being sponsored by the Southside Tuber- 
culosis Association, it seems fitting to discuss our 
mutual problems in tuberculosis. This is particu- 
larly appropriate as tuberculosis is still Virginia's 
chief communicable disease in spite of the work 
private physicians, voluntary and government agen 
cies to control it 


Let us consider briefly this disease, tuberculosis 
We know that it is not inherited from our parents 
but is caused by a germ, the tubercle bacillus, and 
the disease can be contracted by contact with a per- 
son infected with these organisms. Tuberculosis 
strikes one American every five minutes and between 
fifty and sixty million of our people have the disease 


about four hundred thousand of them in the infe 

tious stage. At least one million two hundred thou- 
sand persons need medical care or medical super 
Probably 


me hundred and fifty thousand persons infected with 


vision for active or inactive tuberculosis. 


tuberculosis are unknown to health authorities and 
may not even know that they are sick for one may 
have tuberculosis without symptoms. During the next 
vear about one hundred thousand people will be 
found to have active infection. Great advances have 
been made in both medical and surgical treatment 
and the disease can usually be cured if diagnosed 
early and treated vigorously. Last year, however, 
sixteen thousand people died of tuberculosis and it 
remains the leading cause of death in the age group 
from fifteen to thirty-four years. It is a major cause 
of death among American Indians and Americans 
of Spanish descent. The death rate among colored 
is three and one-half times that among whites. 


About twice as many men die of tuberculosis as do 


Presented before the Health Institute for Lay Leaders 
Dillwyn, Va., September 27, 1957. 
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women. The mortality is very high among people 
of low income, those who receive public assistance, 
and those who are inmates of mental or other insti- 
tutions. The incidence among older people is rising 
We know that no one is immune to the disease by 
virtue of age, social, or financial status. Tubercu- 
losis exists throughout the world and has been known 
in man since earliest times. It continues to be a 
scourge despite modern drugs and surgery. 

Our challenge is to find people who have tuber- 
culosis, to help them through the sometime arduous 


periods of treatment, to help them to resume their 


ful places in their community a 
continuing medical supervision is available to them 
problems we face today in the control 
of this age-old 


nemy of mankind. This is the job 


Every 


ase of tuberculosis is an indictment against society. 


ahead in the field of tuberculosis control. It 
difficult, it is ambitious, but it is necessar\ 
It is irrefutable evidence that someone, somewhere. 


was either ignorant or callous to his responsibility 


in preventing unnecessary human suffering. 
Just how are we going to combat this great preb- 


lem? Sir William Osler once said, “‘The battle 


against tuberculosis is not a doctor’s affair; it belongs 


to the entire public.” It belongs to all of us. We 


li 


must work together as a team of individuals, phy- 


siclans, tax supported official agencies, volunteer 
agencies, and the tuberculosis association. No one 
group can do all the work. Again, we must cooperate 

As individuals we must try to keep in good health, 
eat a well balanced diet and get enough exercise, 


rest and sleep. If you are healthy, you are safer 


from tuberculosis than if you are malnourished and 
chronically fatigued. We should get physical and 
X-ray eXaminations each year. The private physician 
can be a great force in getting hi 


o 


friends and 
patients to take care of themselves. 

The tuberculosis association is a partnership be- 
tween physicians and community members. They 


work together to teach the people how tuberculosis 


. 
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can be prevented, or recognized and cured. It has done 
fine work in combating tuberculosis in our State 
and nation. The physician should find himself ever 
supporting this great volunteer agency not only in 
securing needed funds but also by aiding it in its 
educational program. 

Since its beginning, one of the major functions 
of the State Department of Health has been the 
finding, diagnosing, treating and ultimate control of 
tuberculosis. When the Health Department was 
reorganized in 1946, the Division of Tuberculosis 
Control became a major department. Considerable 
progress has been made with State Sanatorium 
Clinics for tuberculosis detection, refill stations, 
education, and organization of facilities. The re- 
gional chest clinics have come into their own and 
show the value of consolidated effort. The local 
health services are rendering a great service in pre- 
paring for and aiding clinics and in looking after 
patients before and after their sanatorium sojourn. 

The practicing physicians not only should, but 
must, cooperate with this tax supported agency if 
his people are to have their lives safeguarded from 
’ the ravages of tuberculosis. 

The Public Welfare Departments have great re- 
sponsibility in the program of tuberculosis control in 
any community, almost as much as the Department 
of Health. It is said that nearly fifty per cent of 
tuberculosis patients or their families in this coun- 
try are forced to apply for public financial aid some- 
time during the course of this long, costly, and try- 
ing illness. People will not go to the hospital and 
stay there unless provisions are made for the care 
of their families at home. The practicing physician 
should support the Welfare Department by helping 
them get funds and by trying to show them the great 
need tuberculosis patients have for their services. 
The Welfare Department should investigate these 
people and try to find out what their needs are. This 
would require adequate social service, prompt grant- 
ing of assistance to care for the patient or his family 
before, during and after hospitalization. They should 
provide incidentals while in the hospital and finan- 
cial assistance when they come out. They should 
help unattached people and non-residents. They 
should help re-check the clinical status of patients, 
provide transportation to clinics, refer them for re- 
habilitation, help to get older people x-rayed and 


see that they have enough food, are adequately 
clothed and well housed. 

The role of the private physician may be over- 
looked or his importance underestimated. Many 
cases of tuberculosis are revealed by the personal 
physician who is aware of the fact that every com- 
plete physical examination requires x-ray pictures 
of the chest. He is well qualified to supervise the 
management of those patients whose disease is of 
questionable activity. Very frequently such patients 
need careful observation for months or years and 
never have to go to the hospital. 

He must be able to tell when patients are in the 
active phase of tuberculosis and need hospital care 
directed by a specialist. There they not only get the 
best care possible but also the isolation that protects 
other people from their germs. 

The private physician must also keep himself 
informed in order that he can give these patients the 
needed care. It is inevitable that in the future tuber- 
culosis will be treated largely by the practicing 
physician. The current trend seems to point to rela- 
tively short periods of hospital care with continuing 
home care when such care is available. This care 
may involve prolonged specific drug therapy and 
collapse treatment. The well informed personal 
physician is frequently best qualified to supervise 
this home care and medical observation. This re- 
quires clinical experience and judgment. It also 
requires a first hand knowledge of the patient as 
a person and here the private physician is in a better 
position than a physician in public health work 
who does not know the patient personally. 

Yes, the physician works in many ways with in- 
dividuals and organizations. He must treat the 
patient with understanding. He must support the 
tuberculosis association. He must work with the 
health departments in their efforts to prevent tuber- 
culosis, if possible, and see that it is properly 
handled when found. He must report these cases 
of communicable disease in order that suspects and 
contacts may be properly checked and other people 
protected. He must keep himself well trained and 
alert. He must think of tuberculosis. I feel that he 
will do this, and more, and the future will see him 
working harder and more wholeheartedly with all 


groups in a cooperative effort to eradicate tuber- 
culosis. 
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el OPEN our annual meeting, I have chosen as 
my subject, “The Physician in His Community”. 
The day we received our diploma was one of gigantic 
metamorphosis. On that day we graduated to be- 
come the honored, respected and dependable physi- 
cian who not only must become a servant to human- 
ity, but must use his knowledge in practicing the 
principles of the art of healing. Most of us soon 
found out that study, examinations and research 
did not end as we walked out of the door of the 
medical school. As we became a part of the com- 
munity, participating in its many activities, we 
often found the principles which had been learned 
in the laboratory and in the text book did not fit 
all situations. We soon recognized that we were 
dealing with the body as a whole and not with just 
one organ or one disease. 

Furthermore, we recognize that this does not apply 
solely to medicine, for the headlines in the news- 
papers, and the material presented on television and 
on radio are often not the sole reflection of the im- 
portant trends in our progressive world. If you 
would think of the basic trends of our times you will 
see that they often are not those that make the head- 
lines. This is true of practically all fields of human 
endeavor, whether it be in medicine, religion, edu- 
cation, or government. 

My subject today deals with an expanding field 
in which we must practice the art and science of 
medicine. In the practice of medicine the work we 
do outside of our office often plays an extremely im- 
portant part in our better care of the patient. The 
physician’s work is not always ended at the bedside 
or at the office for his constant thought is required 
in better serving the patient and in building and 
serving the community in which he lives. How we 
look at the world often depends on our point of 
vantage and this point of vantage is fashioned by 
our heredity, our early environment, our education 
and, most of all, by our faith. 

We, in our generation, have seen great changes 
in medicine but the fundamentals of clinical medi- 
cine still embody those early principles of rest, 


cleanliness and good nutrition. In our time, men 


President's Address at the Thirty-eighth Annual Meet- 
ing of the Virginia Society of Ophthalmology and Oto- 
laryngology, December 6, 1957, Roanoke, Va. 
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have championed many advances in medicine such 


as: the benefits derived from the removal of foci 
of infection, various antiseptics, physiotherapy, vita- 
mins, hormones, antibiotics, vaccines, and, more re- 
cently, ultrasonic and radio-active methods for diag- 
nosis and treatment. Each has its proponents. Only 
the element of time can prove which is the best 
treatment for a specific individual or for a specifi 
disease. When we think of the changes in ophthal- 
mology in the past 25 years, we think of the great 
advances in surgery, such as those related to de- 
tached retina, cataract extraction, muscle surgery, 
and the varied methods in the treatment of glaucoma. 
We are equally aware of the number of advances 
in improved medical treatment in opthalmology. 

Progress rides in on the tide of change. Through 
activities in research come new ideas, new treatments, 
and renewed hope to mankind. These, however, 
emerge and thrive only so long as the ideas are sup- 
ported by honest investigation such as experimental 
work. There are times that what at first may appear 
to be an inconclusive observation may well become 
an important fact after we determine from further 
investigation the true nature of the problem. Many 
of us are interested in varied phases of medical 
research, from the purely basic scientific research 
to the clinical application. The recording and pub- 
lishing of ideas, concepts and findings are of the 
utmost importance. Anyone developing new pro- 
cedures or having new concepts should be willing 
to present and share them with others. No one should 
underestimate the power of an idea or the effective- 
ness of the pen. Publishing of one’s findings not 
only helps to disseminate knowledge, but it also 
helps to develop the physician personally and allows 
him to be better known outside of his own com- 
munity. Writing helps to make the physician better 
informed on the subject being presented and prob- 
ably is one of the important reasons why research 
should be published. The review and summation of 
material pertaining to a specific phase of medicine 
is equally important for presentation. Each of us, 
in our own time and in our own sphere may make 
a contribution not only to medical knowledge, but 
to a better community and a better world. 


Participation in community endeavors is as im- 
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portant as the responsibility of a physician to his 
family and to his practice. The physician is one 
of the best educated members of a community, hav- 
ing had a minimum of eight years of higher educa- 
tion. He should be a leading citizen. Leadership is 
a natural role for him; he need not be the top rank- 
ing office holder in his community, but through his 
willingness to participate, to give of his time and 
efforts, he can inspire confidence in others, and a 
desire on their part, perhaps, for community leader- 
ship. 

In addition to our sphere of medicine each of us 
has our own particular interest in which we should 
actively participate. As a citizen we should manifest 
interest in good government, in education, in reli- 
gious and civic affairs. By our affiliation we im- 
mediately create a more friendly feeling and better 
public relations. Our responsibility to the hospital 
and participation in hospital staff meetings, as well 
as in various medical organizations, whether they 
be local, state, or national, are of recognized im- 
portance. 

In our last presidential election there were 14 
million qualified citizens in our country who did 
not take the time or the trouble to go to the polls 
and vote for the President of the United States or 
for those that must represent us in Congress. This 
year, in our November State election, only 55% of 
the qualified voters went to the polls to participate 
in one of our most important elections. Many of 
those who failed to vote were the so-called better 
people of our Commonwealth. It is true, it is cer- 
tainly time we did something about taking an interest 
in things in our community, in our State, in our 
nation, as well as in our world. Many centuries ago, 
Plato said “the penalty good men pay for neglect 
is to be ruled by evil men.”’ Then, less than a hun- 
dred years ago, Lincoln said “‘To sin by silence 
makes cowards of individuals.” Once again I ear- 
nestly ask you to participate and encourage others 
to participate in your community activities. Go and 
express yourself in its many phases and protect 
your heritage. 

Many lines of communication have welded our 
world into one gigantic community. World events 
affect us today. There can be no isolation. There 
are some who enter our profession and have become 
so engrossed in their immediate affairs, that they 
ignore all else. This is by no means confined to 
the medical profession. You will find it among 
many scientists, artists, and lawyers. Yet each of 


these may have the potential to make a worthwhile 
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contribution, In our own State of Virginia are men 
who are making history by their unselfish interest 
for the betterment of man. No better example can 
be given than that of Dr. Fletcher Woodward, whose 
interests are not only in his home and in medicine, 
but in life itself. As you all know, he has contrib- 
uted greatly to our betterment by his years of 
interest in promoting the automobile safety program. 
In this he has pioneered in soliciting the coopera- 
tion of the automobile industry to install safety 
features as standard equipment on cars and has 
suggested better laws to curb speeding. This vear, 
832 have been killed on Virginia highways. Does 
that not stir in us the desire to try to cooperate with 
the State and National authorities in endeavoring 
to make driving safer for ourselves and others? 

We, as physicians, have been given certain respon- 
sibilities and privileges. Many of us have been 
given that responsibility of teaching those that will 
take our place in this world. In our educational pro- 
gram, we have the opportunity to point out that 
there is no definite line of demarcation between the 
different branches of medicine. Each is dependent 
on the other in the care of the sick. We do have 
the opportunity to emphasize the great service a 
physician can give in ophthalmology and otolaryn- 
gology, and how our country needs men in each of 
these specialties. The proper time to inspire, to 
plant the seed, or to interest the medical student is 
during his undergraduate years. 

In our school vears each of us had certain people, 
certain books, certain events that influenced our 
future. I will never forget one quotation of Ralph 
Waldo Emerson which hung on the wall of one of 
my high school rooms which read: “Hitch your 
wagon to a star.” This quotation has carried with 
me through life. The youth of our country are our 
great hope and joy. It is our privilege to teach 
and guide them. They are the future. Too often 
we criticize our youth or even men who are making 
things happens in the world or making world-shak- 
ing discoveries. 


Every man has a place in our 
society, This is apparent especially to us in our 
profession where we have to care for those from 
infancy, to the steadily increasing number in the 
geriatric group. 

Times have changed. They have changed our 
thinking and living with our family in our com- 
munity of nations. It is time then, that we widen 
our horizons. When we stop to think about our 
freedom, our rights, our privileges, we realize that 
most of what we are and what we so cheerfully call 
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ours, is in a large part due to the work, foresight and 
It is time we talk less 
about our rights and privileges and do more to 
This 


thoughtfulness of others. 


willingly accept community responsibilities. 


Most ‘‘accident-prone” individuals are considered 
a liability in their work, but there are some “happy 
accident-prone” people who are pretty important. 


They’re the researchers, scientists, and doctors 
who accidentally discover some important thing 
while looking for something else, according to a 
special article in the December 21 Journal of the 
American Medical Association. 

Among the most famous of medicine’s “happy 
accidents” are Fleming’s discovery of penicillin when 
he left a Petri dish uncovered and van Leeuwenhoek’s 
discovery of bacteria when he focused a magnifying 
glass on a drop of water instead of on a fly’s leg. Out 
of these grew the “penicillin age” and the science 
of bacteriology. 

This ability to make some valuable or pleasant 
disc overy without deliberately looking for it is called 
serendipity. 

The most recent serendipitous event to make head- 
lines was Dr. Winston H. Price’s discovery of a 
common cold vaccine. This researcher at the Johns 
Hopkins School of Hygiene and Public Health was 
not looking for a common cold preventive, but was 
While he 
and his associates had unintentionally isolated a 
cold virus, it took a high degree of perception, com- 


working on isolating influenza viruses. 


bined with thorough laboratory technique to recog- 
nize the finding, verify it, and make the vaccine. 
“Discoveries made by accident are never pure 

luck,” the article quoted Dr. Robert Stormont, direc- 
tor of the A.M.A. Division of Councils on Therapy 
and Research, as saying, ‘They come about only 
because the men who make them are alert enough 
to fathom their usefulness.” 

Some of medicine’s happy accidents include: 

—The conquest of smallpox after Edward Jenner 
recalled the boast of a former milkmaid that she 
was immune because she had had cowpox—which 
then became the agent for mass immunity against 
smallpox, 

—The development of the stethoscope after a Paris 
physician, Rene Theophile Laennec, saw children 
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“Happy Accidents” 


is our duty. 


Medical Arts Building 


Richmond, Virginia 


tapping messages to each other along opposite ends 
of a discarded plank. He recognized in the game 
the prin iple of the stethoscope. 

The discovery of saccharine when a chemist 
forgot to wash his hands before lunch. Having just 
worked with a strange chemical, he wondered about 
the sugary taste of his roast beef sandwich. 

Serendipity occurs in medical practice as well as 
in the laboratory. For instance, many a family 
doctor, checking a patient’s minor ailment finds 
evidence of an unrelated serious disorder that can 
be treated in an early stage. 

In another article in the same Journal, Dr. Ed- 
ward L. Compere, a Chicago orthopedic surgeon, 
illustrated serendipity’s role in medical practice 
when he said, ‘much of what I have learned .. . 
has been with little effort on my part and not the 
result of intensive investigation or of delving into 
medical and scientific literature. 

‘New ideas have been handed to me by nurses, 
medical students, interns, and residents. The sum 
total of what I know or believe about orthopedic 
surgery includes many things which came to me 
because I seem to have the good fortune to possess 
‘the gift of finding valuable or agreeable things not 
sought for.’ ” 

Whether it occurs in medical research or in medi- 
cal practice, serendipity must have a substantial 
part of its mechanism embedded in the physician's 
total education, according to an accompanying Jour- 
nal editorial. 

Serendipity may become a “vast tappable human 
resource” if students are taught how to use it. 

According to Dr. Edward Turmer, secretary of 
the A.M.A. Council on Medical Education and Hos- 
pitals, who was quoted in the special article, medical 
education has already undertaken this task. Edu- 
cational methods today come closer to inducing seren- 
dipity than ever before, he said. In medical school, 
the student is exposed to many phases of medicine. 
This helps increase his potential for recognizing 
situations that can help the whole patient. 


— 
bd 
7 
‘ 


Pre-Paid Medical Care.... 


New Blue Cross Benefits 


If the new rates which the Richmond Blue Cross 
Plan is proposing for its Standard Contract are 
approved by the State Corporation Commission, a 
group-enrolled subscriber to the family Contract will 
be charged an additional $1.82 a month. Of this 
increase 34¢ will be for coverage of new benefits. 
Thus, the family subscriber will annually pay just 
$4.08—less than the cost of one tankful of gasoline 
—for services of a type or extent not now covered 
by his Contract. A few subscribers are questioning 
the propriety of being ‘‘forced” to pay any additional 
amount for any additional benefits. They may com- 
plain to their doctors about it. 

From its inception Blue Cross has recognized that 
its value to the subscribing public would be enhanced 
were it to make available truly comprehensive serv- 
ice-benefits for subscribers, so as to eliminate their 
need to pay unanticipated bills at the time of illness. 
The proposed changes in the Richmond Plan’s Con- 
tract will make available additional prepaid days 
of hospital care per year, will provide for care of 
nervous and mental disorders without special limi- 
tation, will cover the expense of care of newborn 
infants including that of “preemies”, and will do 
more, too. (A comparative listing of all the new 
Blue Cross benefits is appended to this article.) The 
additional 34¢ per month to be paid by families— 
families with or without children—will prove an 
eminently sound investment in protection against 
unanticipated hospitalization expenses. 

The decision to include additional benefits, at the 
rates necessary to cover the financial liabilities en- 
tailed, was based on the fact that most patients must 
somehow pay for the care they need—if not through 
prepayment, then out-of-pocket at time of illness. 
To the extent that the Blue Cross prepayment pro- 
gram is truly comprehensive, a subscriber’s unantic- 
ipated out-of-pocket expenditures for health care 
are obviated. For the most part, it is an unexpected 
health care expense that causes a person to believe 
the government should regulate all such expense. 

Blue Cross has always been the pioneer in de- 
veloping truly comprehensive coverage of hospital 
care. But few commercial insurance companies have 
as yet caught up with Blue Cross in this regard, 
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and the record shows that the non-profit Blue Cross 
enterprise has always been able to offer its compre- 
hensive coverage at rates substantially lower than 
the premiums commercial carriers often charge for 
insurance policies which are far less comprehensive 
in scope or extent. 

However, now that the Richmond Plan’s Contract 
might once again be broadened in inclusiveness, and 
the subscription charges go up commensurately, the 
Plan is also proposing to offer an optional “$50 
Deductible” rider for the improved Standard Con- 
tract—to make available rates which are lower than 
the rates Blue Cross subscribers are paying now. 
It is only to a certain extent 


actually only to the 
fixed and known-in-advance extent of $50—that the 
Plan is deviating from the Blue Cross policy of 
providing for paid-in-full hospital services. After 
the subscriber has paid the first $50 of hospital 
charges, he has available to him, as his condition 
may require, up to a total of sixty days in a semi- 
private room at no additional cost for that hospital 
confinement. Also, all of the “extra” hospital serv- 
ices will be covered in full. There will be no ele- 
ment of unanticipated hospital expense; there will 
be no dollar limitation to the benefits of the ridered 
Contract once the “deductible” is paid—no co- 
insurance that might make financial worries com- 
plicate a case or might deter the physician from 
making sure his patient receives every hospital serv- 
ice that is needed. 

Evn though characterized by the “deductible” 
feature, when this ridered Contract is compared 
with other offerings in the health insurance field 
it will be found to be among the best. Blue Cross 
people firmly believe that, in matters of health, only 
the best is good enough. 

Though a non-profit public service enterprise, 
Blue Cross is not a monopoly. Its comprehensive- 
type of Contracts are in competition with the partial 
prepayment policies that are being marketed by 
over 900 insurance companies. However, the Vir- 
ginia public’s confidence in the local Blue Cross 
Plans, and the public’s appreciation of their “‘full- 
service” coverage of health care needs, is incon- 
trovertibly demonstrated by the increase in Blue Cross 
enrollment in Virginia from zero in 1935 to over 
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745,000 today. The public has always welcomed 
expansion of Blue Cross service benefits, and it there- 


fore behooves Blue Cross to resist any efforts that 
might be made to exclude any established hospital 


service from the Blue Cross program. But few, if 
any, Blue Cross subscribers would applaud a deci- 


Proposed Provisions 
Up to 60 days, which may be used in one 
stay or several stays, will be available be- 
ginning with the first year of the Contract’s 
effectiveness. Ninety days after discharge, 
benefits are renewed to provide for another 
60 days of care. 
Up to 60 days per confinement (as described 
above) for nervous and mental conditions and 
tuberculous conditions. 
For delivery cases without complications, up 
to 7 days. For complicated delivery cases, up 
to 60 days per confinement (as described 
above). 
Premature delivery, miscarriage, or other com- 
plications of pregnancy which occur during the 
initial 10 months of the Contract’s effective- 
ness will be provided for if termination of the 
pregnancy would have normally occurred after 
completion of the 10-month waiting period. 
Full Contract services and days for normal. 
sick, or premature newborn infants from birth, 
if their delivery services are provided by the 
Contract. 
Full Contract services in all Blue Cross Hos- 
pitals regardless of location. 


In accident and minor surgery cases, follow- 
up out-patient services and necessary hospital 
services will be provided for. 
Electroencephalograms will be added to hos- 
pital ancillary services available. 

For Members hospitalized in Non-Blue Cross 
Hospitals, allowance of $6.50 per day for room 
und board with up to $100 for other hospital 
services will be provided for the number of 
days as outlined in Paragraph 1 above. (Up 
to $146.50 for 7-day stay.) 


Up to $20.00 for out-patient care for accident 
and minor surgery cases in non-Blue Cross 


Hospitals. 
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sion which would reduce their rates by reducing 
their ability to obtain the kind of hospital service 
they need when they are sick. 

There follows a comparison of the benefits of the 
proposed, revised Standard Contract (Richmond) 
with the benefits currently provided for: 


Present Provisions 
Thirty days only during first year. Sixty days per 
year during the second and subsequent years. 


Ten days per year for nervous and mental and tuber- 
culous conditions. 


Eight days for all delivery stays. 


Not vered. 


Not covered except for ordinary nursing care of 
normal newborn infants, limited to duration of 
delivery stay of mother. 


Full Contract services. in VHSA Member Hospitals. 
In other Blue Cross Hospitals, Contract provides 
for services of the Plan with which hospital is 
participating. 

Only initial treatment covered in accident and minor 


surgery cases. 
Electroencephalograims not included. 


Room and board maximum—$8.00 per day. $25.00 
for a one-day stay; $30.00 for a two-day stay; 
$40.00 for a three-day stay; $8.00 per day for the 
4th through the 12th day; $7.00 per day for the 
13th through 29th day; $6.50 per day for the 30th 
through 40th day; $6.00 per day for the 41st through 
60th day. (Up to $72.00 for 7-day stay.) 

Up to $15.00 for out-patient care for accident and 
minor surgery cases in non-Blue Cross Hospitals. 


3. 
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Public Health.... 


Diagnostic Radiation in a Radiation- 
Conscious World 


More and more persons have become frightened 
by scare headlines regarding x-ray and are refusing 
dental, chest and other x-ray examinations. It is 
the duty of the physician to make them understand 
the value and importance of radiation as well as 
ways and means of avoiding possible harmful effects. 
There are certain questions that may be asked: 

1. Is the examination necessary ? 

2. What physician has been selected to make the 

examination ? 

Has this physician, if other than a radiologist, 
been properly trained in radiology? Will his 
report be acceptable to other physicians ? 
Has the assisting technician received formal 
radiologic training? Has he been certified ? 

X-ray can play an important part in diagnosis and 
nobody wants to do away with the diagnostic as- 
sistance afforded by x-ray, It is the unnecessary 
examination that should be eliminated and the ex- 
amination that might be done by persons poorly 
qualified or untrained, and members of the cults. 
It is necessary for the roentgenologist to provide 
protection to the patients, himself, his personnel, 
and to those working in offices adjacent to x-ray 
equipment. Routine fluoroscopy of infants and chil- 
dren and routine x-ray pelvimetric examination of 
pregnant women are condemned and should be used 
only when the need is urgently indicated. Most of 
the good advice that is being offered today to protect 
patients from unwarranted exposures during x-ray 
diagnosis has been available for many years. 

There has been distortion and misplaced emphasis 
regarding the extent of hazards in medical radiation 
and, at the same time, there has been some excellent 
and reasonable advice given on certain radiation 
problems. Some of the facts are: 

1. Radiation hazards are real. 

2. Dosage should be kept low. 

3. Education and experience are essential to ap- 
praise the need of exposure and to control the 
dose. 

Techniques have been improved to reduce 
radiation hazards. 

The geneticists estimate that the lowest doses 
have some genetic effect. 


MACK I. SHANHOLTZ, M.D. 
State Health Commissioner of Virginia 


Infants, children, and pregnant women should 
have more protection against radiation than 
older individuals. 

The increased uses of radiation in medicine 
call for some public as well as personal cen- 
cern. 

Exposure to medical and dental radiation can 
be reduced without reducing the use of radia- 
tion for diagnostic and therapeutic purposes. 


Radiologists and their associates who adhere 
to protective practices need have no excessive con- 
cern for their own longevity or injury. The indi- 
vidual who has wisdom, experience, and common 
sense will protect his patients and himself. The 
x-ray machine should be tested periodically for 
leakages and output. Unnecessary radiation in diag- 
nosis should be filtered out. The technique of higher 
kilovoltage with lower milliamperes per second pro- 
duces equivalent diagnostic x-ray films with less 
radiation for the patients. The use of active chemi- 
cals and proper temperature in developing films will 
eliminate unnecessary repeat films. The fluoroscope 
should not be used in screening, only to observe 
motion and function. Duration of exposure may be 
shortened if the radiologist adapts his eyes to dark- 
ness for 20 minutes before making the fluoroscopic 
study. He should always protect himself with ade- 
quate covering and gloves. His equipment should 
have effective shutters for reducing to a minimum 
that part of the patient’s anatomy under study. In 
making x-ray films, field-limiting cones and dia- 
phragms should be used as much as possible. 

Studies have been made in which measurements 
were made of the amounts of radiation received by 
patients during diagnostic procedures. It was found 
that most patients were exposed to insignificant 
amounts of radiation. The exceptions were cases 
of unusual sensitivity, repeated serial examinations, 
and diagnostic procedures superimposed upon roent- 
genotherapy. It can be affirmed that necessary exam- 
inations, performed by a properly trained physician 
who uses equipment designed to minimize exposure, 
are not perilous. Physicians of today are called 
upon to give their patients a sense of proportion 
in this increasingly radiation-conscious world. 

Ref. “Radiological Health,’ Public Health Reports, 
72: 12, (Dec.) 1957. 
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Mental Health.... 


The Function of the R. Finley Gayle 
Observation and Treatment Center 
The Virginia Code provides that “no person shall, 

while he is insane, be tried for a criminal offense.” 
The Code, when the question of sanity is raised, 
goes on to state, “If, prior to the time for trial of 
any person charged with crime, either the court or 
attorney for the Commonwealth has reason to believe 
that such person is in such mental condition that 
his confinement in a hospital for the insane or a 
colony for the feeble-minded is necessary for proper 
care and observation, the court or the judge thereof 
may, after hearing evidence on the subject, commit 
such person, if a white person, to any State hospital 
for the insane best adapted to meet the needs of 
the case, pending the determination of his mental 
condition.” This section goes on to elaborate further 
providing for return of accused from hospital when 
sane or restored to sanity among other details. 

The completion of the R. Finley Gayle Observa- 
tion and Treatment Center at Southwestern State 
Hospital is of interest to the medical profession. 
It represents the latest provisions in the State for 
the care and treatment of mentally ill patients who 
commit crimes, and some general statements as to 
its purpose and some orienting remarks concerning 
the problem of the so-called criminally insane seem 
appropriate. 

Approximately one-hundred patients are sent to 
us each vear by the Courts for study and report. The 
decision of the Courts to order this report is usually 
based on some features in the case that give rise to 
the question of mental condition. The patient may 
be frankly psychotic, and there may be virtually 
no question concerning the presence of a mental 
illness of serious degree. These cases are by far 
in the minority. In some of these, excellent results 
from treatment may be expected, and in others, such 
as the chronic schizophrenic reactions, the outlook 
is poor. This is one of the three groups into which 
these patients fall: namely, the frankly psychotic, 
those who are not mentally ill, and then the rather 
large group presenting features in the history or 
R. BLatock, M.D., Superintendent, Southwestern 
State Hospital, Marion, Virginia. 


Approved for publication by Commissioner, Department 
Mental Hygiene and Hospitals. 
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JOSEPH R. BLALOCK, M.D. 


mental picture or both that require evaluation from 
the standpoint of responsibility and ability to stand 
trial. 


At this point the routine procedure that is fol- 
lowed in all cases coming to us for observation and 
treatment might be outlined. At the time of admis- 
sion a careful admission note is made before the 
patient is sent over to the ward. The social worker 
proceeds to write to various sources for information 
in an effort to build up an accurate and full history. 
These sources will include the Court, family, hos- 
pitals, physicians, employers, and others. The rela- 
tives are asked to come in and give us a history, 
and, if this is not practical, to fill out a question- 
naire. The Department of Public Welfare and the 
probation and parole officers are most helpful in 
providing history, Careful physical and neurological 
examinations are made. Other examinations include 
a complete blood count, urinalysis, dental examina- 
tion, x-ray of skull and chest as a routine and 
usually spinal fluid examination. Also electroen- 
cephalogram readings are made upon all these pa- 
tients. On the wards they are placed under observa- 
tion, seen frequently by the physician who carries 
out a mental examination and institutes the indicated 
treatment. A most important part of the examina- 
tions is that of the psychologist. This provides us 
the intellectual level of a patient, but in addition 
with the newer methods of psychological approach, 
such as the Rorschach, the psychologist is able to 
give us a very definite addition to the understanding 
of the type of thinking indulged in by the patient, 
giving leads as to organic brain change, to schizo- 
phrenic features, contact with reality, deterioration, 
malingering, etc. As soon as all examinations are 
completed and after an adequate period of observa- 
tion has elapsed, the patient is brought up before 
staff meeting. In many instances there are several 
staff meetings for there may very well be changes 
in the mental picture with the passage of time and 
a frank mental illness may be present on admission 
that will become ameliorated and recovery may ensue. 
Our reports to the Court are as a rule rather simply 
phrased and refer to the condition of the patient 
from the time of entering the hospital and do not 


ordinarily include any commitment as to the condi- 
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tion of the patient at the time of the crime. Weeks 
may have been passed between the time of the crime 
and admission to the hospital. Quite often with the 
passage of time and change in the picture subsequent 
reports became necessary. A man may have been 
reported as psychotic or insane, and a subsequent 
report may be submitted that he is recovered. The 
decision as to recovery from a psychosis is often 
difficult, and it is felt wise to go rather slowly in 
arriving at a decision that a person is recovered. It is 
felt that the passage of time and maintenance of 
apparent recovery will enable us to furnish to our- 
selves and to the Court greater assurance that recur- 
rence or an early recurrence is unlikely. 

The so-called intermediate group offers the great- 
est challenge and certainly presents a number of 
difficult problems for evaluation, particularly from 
Into this 
group would fall the personality disturbances. such 


the standpoint of mental responsibility. 


as the sociopathic personality disturbances, the per- 
sonality pattern and personality trait disturbances, 
some of the schizoid personalities and simple schizo- 
phrenics, the higher grades of mental deficiency, the 
epileptic, particularly the epileptic equivalents, those 
with history of head injury, those with arterioscle- 
rotic and senile mental disorders, and the psycho- 
neuroses. 

Those who are found psychotic and remain on 
until recovery constitute the more predominant pop- 
ulation of the criminal insane buildings, but it 
should be emphasized that the term “criminal in- 
sane” is a misnomer. These individuals are all 


suffering from one or other of the forms of mental 


illness that are described in the standard psychiatric 


text books. Most of them are not dangerous. It so 
happens that each of them have broken the law, 
perhaps as a direct outcome of the disordered mental 
state. Many of them make the best hospital citizens, 
A patient with mental subnormality of such a degree 
as not to be responsible may have created some 
minor disturbance and been sent to us, and with us 
he would be apt to remain because there would be 
no likelihood of his intellectual level improving to 
the point of responsibility. There are, however, 
enough patients in the so-called criminal insane 
population of any state to necessitate either special 
buildings such as we have in Virginia and neighbor- 
ing states or to necessitate the building of separate 
hospitals in states with larger populations, such as 
New York and California. There are enough poten- 
tially dangerous patients to have made it indeed 
imperative that these hospitals possess special se- 
curity features. At the same time every effort is 
made to run these hospitals as hospitals and at the 
same time meet the requirements of security. The 
R. Finley Gayle Observation and Treatment Center, 
as the name implies, intends so far as possible to 
meet the psychiatric and scientific objectives of care- 
ful observation and psychiatric treatment and at the 
same time offer the needed security. The Center is 
comprised of eight wards. In additicn there is a 
twelve-bed medical section with diet kitchen, hydro- 
therapy, physiotherapy, and dental office. There is 
a 500 capacity auditorium with facilities for gymna- 
sium, for gatherings, and for dramatics. There is 
adequate space provided for occupational therapy 
and industrial therapy, and as time goes along we 
hope that sufficient personnel will be provided to 


exploit adequately these facilities. 
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REPORT OF BUREAU OF COMMUNICABLE 


DIsEAsE CONTROL 


Brucellosis 
Diphtheria ____ 
Hepatitis 
Measles 


Meningococcal Infections __ 


Meningitis (Other) 
Poliomyelitis 
Rabies (In Animals) 


Rocky Mt. Spotted Fever __ 


Streptococcal Infections __ 
Tularemia 
Typhoid Fever 


Jan.- Jan.- 
Feb. Feb. Feb. Feb. 
1958 1957 1958 1957 


1 3 1 3 

0 0 5 0 

27 51 56 82 
1107. 417 1541 728 
10 4 20 13 
19 9 36 29 

1 2 1 3 

39 28 82 58 

0 0 0 0 
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Miscellaneous . . . 


Principles of Medical Ethics. 


This is the third of the series of “Principles of 
Medical Ethics”, the first appearing in the March 
issue. Each section will be reviewed, accompanied 
by a detailed explanation from the Judicial Council 
of the American Medical Association. 


SECTION 2 
Physicians should strive continually to improve 
medical knowledge and skill, and should make 


available to their patients and colleagues the bene- 
fits of their professional attainments. 


TRADITIONAL CONCEPTS INCLUDED 
WITHIN SECTION 2 

The Judicial Council is of the opinion that Sec- 
TION 2 of the Principles of Medical Ethics, 1957. 
embraces the spirit and intent of several sections of 
the 1955 edition of the Principles including Chapter 
I, Section 2 (The Physician’s Responsibility), Chap- 
ter I, Section 7 (Patents and Copyrights) and Chap- 
ter I, Section 10 (Secret Remedies). These sections 
are reproduced below as guides in the interpretation 
of SECTION 2. 


CHAPTER I, SECTION 2 (THE PHysSICIAN’s RESPON- 
SIBILITY) 1955 EDITION OF THE PRINCIPLES OF 
Mepicat Ernics: 

The avowed objective of the profession of med- 
Physi- 


cians faithful to the ancient tenets of this profes- 


icine is the commen good of mankind. 


sion are ever cognizant of the fact that they are 
trustees of medical knowledge and skill and that 
thev must dispense the benefits of their special 
attainments in medicine to all who need them. 
Physicians dedicate their lives to the alleviation 
of suffering, to the enhancement and prolonga- 
tion of life, and to the destinies of humanity. 
They share whatever they have learned and what- 
ever they may discover with their colleagues in 
every part of the globe. They recognize instinc- 
tively that the need for improvement of medical 
knowledge and skills is never at an end, and 
while they strive toward satisfaction of this need 
they are zealous in making available to phy- 
sicians of good character who possess the desire 
and the ability to learn the aggregate of progress 
in medical education, research, and discoveries 


as they may exist at the time. They do not remain 
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content to limit their activities to the care of the 


infirm, since they recognize also their useful 
rank among the vast concourse of citizens on 
whose shoulders the destiny of our nation rests. 
At the same time they will resist attempts to 
debase their services by diverting them to ignoble 
purposes. In their relationships with patients, 
with colleagues, and with the public, they main- 
tain under God, as they have down the ages, the 
most inflexible standards of personal honor. 


CHAPTER I, SECTION 7 (PATENTS AND CoPpyRIGHTs ) 
1955 EDITION OF THE PRINCIPLES OF MEDIcal 
ErnHics: 

A Physician may patent surgical instruments, 
appliances, and medicines or copyright publica- 
tions, methods, and procedures. The use of such 
patents or copyrights or the receipt of remunera- 
tion from them which retards or inhibits research 
or restricts the benefits derivable therefrom is 
unethical. 


CHAPTER I, SecTION 10 (SECRET REMEDIES) 1955 

EDITION OF THE PRINCIPLES OF MepiIcaL ETtnuics: 

The prescription or dispensing by a physician 

of secret medicines, or other secret remedial 

agents, of which he does not know the composi- 

tion, or the manufacture or promotion of their 
use is unethical. 


ANNOTATIONS 
TO 
SECTION 2 
OPINIONS AND REPORTS OF THE 
JUDICIAL COUNCIL 
The following are excerpts from Reports and 
Opinions of the Judicial Council which are appli- 
cable in interpreting SECTION 2 


EXPERIMENTATION 


This report concerns the report made by Dr. A. 
C. Ivy, who was sent to Europe as representative of 
the United States Government to review the war 
crimes of a medical nature committed by the Ger- 
mans, which report was referred to the Judicial 
Council. 


The Council finds that the experiments described 
in Dr. Ivy’s report are absolutely opposed to the 
Principles of Medical Ethics of the American Medi- 
cal Association and are to be condemned. In order 
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to conform to the ethics of the American Medical 
Association, three requirements must be satisfied: 
(1) the voluntary consent of the person on whom the 
experiment is to be performed; (2) the danger of 
each experiment must be previously investigated by 
animal experimentation, and (3) the experiment 
must be performed under medical protection and 
management. (1946 Report) 
NEW Drvcs OR PROCEDURES 

In order to conform to the Principles of Medical 
Ethics of the American Medical Association, three 
requirements must be satisfied: (1) The voluntary 
consent of the person on whom the experiment is to 
be performed must be obtained. (2) The danger of 
each experiment must have been investigated pre- 
viously by means of animal experimentation. (3) 
The experiment must be performed under proper 
medical protection and (JAMA, 
March 30, 1957) 


management. 


PATENT FOR SURGICAL OR DIAGNOSTIC INSTRUMENT 
It is not unethical for a physician to patent a 
surgical or diagnostic instrument he has discovered 
or developed. Our laws governing patents are based 
on the sound doctrine that one is entitled to protect 
his discovery. Medicine, recognizing the validity 
of our patent law system, accepts it, but in the 
interest of the public welfare and the dignity of the 
profession insists that once a patent is obtained by 
a physician for his own protection, the physician 
may not ethically use his patent right to retard or 
inhibit research or to restrict the benefit derivable 
from the patented article. Any physician. who ob- 
tains a patent and uses it for his own aggrandize- 
ment or financial interest, to the detriment of the 
profession or the public is 
(JAMA, March 30, 1957). 


acting unethically. 


SECTION 3 
A physician should practice 2 method of healing 
founded on a scientific basis; and he should not 
voluntarily associate professionally with anvone who 
violates this principle. 


TRADITIONAL CONCEPTS INCLUDED 
WITHIN SECTION 3 

The Judicial Council is of the opinion that Src- 
TION 3 of the Principles of Medical Ethics, 1957, 
includes the spirit and intent of several sections of 
the 1955 edition of the Principles including Chapter 
II, Section 1 (Standards, Usefulness, Nonsectarian- 
ism) of the 1955 edition of the Principles. This 
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section is reproduced below as a guide in the inter- 
pretation of SECTION 3. 


CHAPTER II, SecTION 1 (STANDARDS, USEFULNEss, 
NONSECTARIANISM) 1955 EDITION OF THE PRIN- 
CIPLEs OF MepicaL Eruics: 

In order that a physician may best serve his 
patients he is expected to exalt the standards of 
his profession and to extend its sphere of useful- 
ness. To the same end, he should not base his 
practice on an exclusive dogma, or a sectarian 
system, for “sects are implacable despots; to ac- 

cept their thralldom is to take away all liberty 
from one’s action and thought.” A sectarian or 
cultist as applied to medicine is one who alleges 
to follow or in his practice follows a dogma, tenet 
or principle based on the authority of its pro- 
mulgator to the exclusion of demonstration and 
scientific experience. All voluntarily associated 
activities with cultists are unethical, A consul- 
tation with a cultist is a futile gesture if the cul- 
tist is assumed to have the same high grade of 
knowledge, training, and experience as is pos- 
sessed by the doctor of medicine. Such consulta- 
tion lowers the honor and dignity of the profession 
in the same degree in which it elevates the honor 
and dignity of those who are irregular in training 
and practice. 


ANNOTATIONS 
TO 
SECTION 3 
OPINIONS AND REPORTS OF THE 
JUDICIAL COUNCIL 


The following are excerpts from Reports and 
Opinions of the Judicial Council which are appli- 
cable in interpreting SECTION 3. 


RELATIONSHIPS WITH CULTISTS 

Inquiry was made of the right of a county medical 
society to withhold membership or to withdraw the 
privileges of membership from a registered phy- 
sician who graduated from an osteopathic school. 


This inquiry came from Texas where a diploma from 
a high grade osteopathic school entitles the holder 
thereof to take the examination by the state board 


of medical examiners for a license to practice medi- 
cine. The graduate of the osteopathic school who 
passes the examination successfully is granted the 
same kind of license to practice medicine as that 
granted to a graduate of a reputable medical school. 
The Judicial Council is of the opinion that a legally 
registered physician who has complied with the re- 
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quirements of the law in securing a license by the 
State to practice medicine and who, having secured 
such license, has not practiced or claimed to practice 
sectarian medicine, but has conformed to the re- 
quirements of the Principles of Medical Ethics of 
the American Medical Association, and who has 
been accepted into membership in a c unty medical 
society, cannot be expelled therefrom without cause. 
The board of any hospital (not maintained by 
general taxation) has the legal right for reasons 
sufficient to the board to refuse the privileges of the 
hospital at any time to any practitioner regardless 
of his so-called school of practice. The fact that the 
person applying for permission to bring to and treat 
in the hospital a particular patient is licensed by 
the state to practice does not alter the situation. 
The medical staff of a hospital likewise has the 
moral right to refuse to accept as an associate any 
person whom the staff may consider objectionable for 
reasons sufficient to the staff, and should insist on 
maintaining that right. (1923 Report) 


DEFINING “SECTARIAN” 

A “sectarian,” as applied to medicine, is one who 
in his practice follows a dogma, tenet or principle 
based on the authority of its promulgator to the 
exclusion of demonstration and experience. (1924 
Report) 


DEFINING “PHYSICIAN” 


A physician is one who has acquired a contem- 
porary education in the fundamental and special 
sciences, comprehended in the general term “medi- 
cine” used in its unrestricted sense, and who has 
received the degree of Doctor of Medicine from a 


medical school of recognized standing. (1924 Report) 


THe RELATIONSHIPS OF PHYSICIANS AND CULTISTS 
Communications to the Council have raised ques- 
tions as to the relationships of physicians with cul- 
tists-—the attitude that should be assumed by the 
physician called into a case under treatment by a 
cult practitioner—whether a pathologist in a hos- 
pital under the direction of regular physicians should 
refuse to examine material submitted by a cultist 
and other questions of more or less similar nature. 
In the opinion of the Judicial Council, these are 
questions that are not sharply to be defined by 
words. In his relations with irregular practitioners, 
the physician should be bound by the Principles of 
Medical Ethics. In such matters the policy must be 
governed largely by the circumstances governing the 


individual case; by the conditions existing in the 
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special community; and by the realization that the 


first duties of the physician are the care of the sick 
and, at the same time, the upholding of the dignity 
and honor of the profession. (1924 Re port) 


CULT PRACTITIONERS 

The Council has emphasized the importance of 
maintaining the dignity of medicine and of uphold- 
ing the soundness of the teachings of scientific medi- 
cine as opposed to the fallacies of sectarianism. 
Either the theories and practices of scientific medi- 
cine are right and those of the cultists are wrong, 
or the theories and practices of the cultists are right 
and those of scientific medicine are wri ng. The 
physician who maintains professional relations with 
cult practitioners would seem to exhibit a lack of 
faith in the corre¢ tness and eft acy of s« ientific medi- 
cine and to admit that there is merit in the methods 


of the cult practitioners. (1933 Re port) 


ASSOCIATION WITH CULTISTS 


The profession of medicine is the custodian of 
the accumulated knowledge in medicine which should 
be used for the benefits of humanity, This know]- 
edge, technical in nature and developed by experi- 
ence, can be interpreted to the body of the people 


only by persons educated to understand it and 


trained to apply it. Of all those professing to heal 
the sick only the doctor of medicine has sufficient 
education and training to make use of the informa- 
tion already accumulated and keep abreast of that 
being developed continuously. We grant that even 
though this is true no one is compelled to choose 
only from this group in selecting his medical at- 


tendants. The individual may elect to receive his 
medical care from himself, his neighbor, csteopathy, 


chiropractic, 


naturopathy or Christian Science, but 
he is not entitled while under the care of such irregu- 
lars to demand that the man educated in « ienti fic 
medicine furnish opinion and advice to one so far 
deficient in education that he cannot so understand 


and apply that opinion and advice as to be able 


to make satisfactory use of it. (1936 ind 1945 


Re ports) 


TEACHING IN SCHOOLS OF CHIROPODY OR PODIATRY 

The Council is of the opinion that the practice of 
chiropody is not a cult practice as is osteopathy, 
chiropractic or Christian Science, which have bases 
of treatment not supported by scientific or demon- 
strated knowledge but on which bases all diseases 
are treated. Chiropody is rather a practice ancill iTy 


a hand maiden—to medica] practice in a limited 
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field considered not important enough for a doctor 
of medicine to attend and therefore too often neg- 
lected. The Council can see no reason to declare 
the teaching of chiropodists by members of this or- 
ganization to be unethical, provided the schools in 
which they teach are connected with approved 
schools of medicine and recognized standards of 
pre-medical education are required. (1939 Report) 
PHYSICIANS AND CULTISTS 

Some of our members are giving lectures in osteo- 
pathic and optometric schools and addresses before 
their societies. Some members are associated by a 
common waiting room in offices with them. Some 
members are by mutual agreement professional asso- 
ciates principally in the field of surgery. All of 
these voluntarily associated activities are unethical. 
In case of emergency no doctor should refuse a 
sufferer knowledge or skill which he possesses to the 
sufferer’s harm but this is quite a different matter 
from that of a consultant or practitioner who by 
consulting or practicing with him assists a cultist to 
establish himself as competent and on the same 
basis of medical knowledge as a doctor of medicine. 
Teaching in cultist schools and addressing societies 
is reprehensible, for such activities give public ap- 
proval by the medical profession to a system of 
healing known to the profession to be substandard, 
incorrect and harmful to the people because of its 
deficiencies. (1938 and 1945 Reports) 
OSTEOPATHY 

In the absence of a directive from the House of 
Delegates, and in the absence of any alternative 
statement from the osteopaths themselves that they 
no longer adhere to their original cult theories, the 
Judicial Council reasserts its opinion that all volun- 
tary associations with osteopaths are unethical (1952 
Re port) 
OPTOMETRY 


Resolution No. 77, adopted by the House of 
Delegates in June, 1955, provides that “it is un- 
ethical for any doctor of medicine to teach in any 
school or college of optometry, or to lecture to any 
optometric organization, or to contribute scientific 
material to the optometric literature, or in any way 
to impart technical medical knowledge to nonmedical 
practitioners.” The Judicial Council believes that 
this statement requires no clarification with the pos- 
sible exception of the words “nonmedical practi- 
tioners.. The Council is of the opinion that this 
phrase applies only to optometrists and does not 
include nurses, technicians, or other personnel work- 


ing with doctors of medicine in the conduct of their 
professional activities. 

For more than 30 years, the matter of relation- 
ship between doctors of medicine and optometrists 
has been before the House of Delegates. Specific 
action was taken in 1934, 1936, 1950, 1951 and 
1955. The position of the Association during most 
of that period has been that voluntary associations 
with optometrists are unethical. A partial exception 
was made to that policy by action of the House of 
Delegates in 1950 when lectures, etc., to “nonmedi- 
cal groups’ were permitted if they were designed 
to prevent blindness. Nevertheless, the 1955 action 
rescinds the 1950 resolution. 

At no time have optometrists been officially de- 
clared sectarian or cult practitioners. Indeed, it may 
be doubted that optometry is a sectarian practice 
comparable to osteopathy, chiropractic, or naturop- 
athy. Optometry is a licensed occupation under 
most, if not all, state laws. Its function is to deter- 
mine mechanical defects of the eye and to correct 
them by the prescription of proper lenses. Optome- 
trists are neither qualified nor licensed to do more 
than ascertain if mechanical defects exist and to 
correct them when necessary. 

Resolution No. 77 provides that association be- 
tween doctors of medicine and optometrists are 
unethical. Thus, the House has reaffirmed that it 
is a futile gesture to consult on a professional level 
with one who does not possess the same knowledge, 
training, experience, and ideals as the doctor of 
medicine. 

Unless directed by the House of Delegates to the 
contrary, the Council will assume that the pro- 
scriptions contained in Resolution No. 77 apply to 
voluntary associations between doctors of medicine 
and optometrists and do not proscribe as unethical 
those associations that are required by law or regu- 
lations of the state. (1955 Report) 


OSTEOPATHY 

Only the House of Delegates can alter policy and 
until the House is convinced that osteopathy is no 
longer a sectarian practice and so votes, it is incum- 
bent cn the members of the Association to observe 
existing policy. 

The ethical proscriptions against voluntary asso- 
ciations with cultists must be construed strictly. 
When such an association is required by law or 


regulation of the state it can in no sense be consid- 
ered voluntary and, therefore, is not unethical. (1955 
Re port) 
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OsTEOPATH ACTING AS AN ANESTHESIOLOGIS1 

For years, the Association has stated that volun- 
tary professional activities with sectarian practi- 
tioners are unethical. In its 1955 Report, which was 
accepted by the House of Delegates, the Council 
reaffimed its opinion that all voluntary professional 
associations with osteopaths are unethical. (JAMA, 
March 30, 1957) 


SERVING ON STATE SANITY COMMISSION WITH Os- 
rEOPATH 

The Principles of Medical Ethics proseribe vol- 
untary professional associations between doctors of 
medicine and cultists. Associations that are required 


“Peace of Mind” 


Some drugs may be called tranquilizers or “peace 
of mind” agents, but they’re causing the American 
Medical Association drug classifiers a lot of cen- 
fusion. 

The A.M.A. Council on Drugs annually publishes 
“New and Nonofficial Drugs,” 


tains evaluations of new drugs. For the 52nd edition, 


a book which con- 


now available to the nation’s practicing physic ians, 
the council set up a whole new system of classifying 
the so-called “peace of mind” drugs. 

As the new drugs appeared, they were evaluated 
individually on the basis of scientific data and frem 
reports of investigations. They were grouped under 
the general heading “ataraxics,” a Greek derivative 
meaning ‘‘peace of mind.” 

However, the drugs have become so numerous ond 
the situation so complex that this simple classifica- 
tion is no longer workable. But the new one in the 
1958 “New and Nonofficial Drugs” is a compli- 
cated one. according to the council announcement in 
the March Ist Journal of the American Medical 
Association. The “peace of mind” drugs will now 
be classified according to their effect on the central 
nervous system. 

The increasing number of such drugs is creating 
a difficult situation for the average physician. “He 
is confronted with the problem of evaluating claims 
of usefulness for a wide variety of chemical sub- 
stances with diverse pharmacological effects, which 
are proposed for the treatment of neurotic and 
psychic disorders.” 
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by law or are occasioned by judicial appointment, 


made in the public interest, cannot be considered to 
be voluntary and thus are not in contravention of 
the Principles. (JAMA, March 30, 1957) 


LECTURING TO OSTEOPATHIC ASSOCIATION 

The Principles of Medical Ethics proscribe all 
voluntary professional associations between doctors 
of medicine and sectarian or cult practitioners, The 
giving of a medical paper by a doctor of medicine 
before a group of osteopathic physicians by invita- 
tion would be voluntary professional association 
of Medical Ethics. 


contrary to the Principles 


(JAMA, March 30, 1957) 


Drug Classification 


The council feels that the present confusion was 
created by the introduction of certain drugs for the 
treatment of psychic disorders merely because they 
possessed unique pharmacological properties. Among 
the variety of terms confronting the doctor today are: 
tranquilizer, normalizer, calmative, neurosed:tive, 
psychic energizer, and pacific. 

These terms are commonly used in referring to 
the human mental state and are more or less synony- 
mous with “peace of mind.” As such. thev are 
psychological rather than pharmacological terms, 
since an improved mental state can be produced by 
a multitude of drugs which either depress or stimu- 
late the central nervous system. 


The new terms to describe meprobamate, chlor- 
promazine, and rauwolfia will now be “central mus- 
cle relaxant (skeletal muscle relaxant), sedative;” 
“central sympathetic suppressant, phenothiazine de- 
rivative,” and “central 


sympathetic suppressant, 


rauwolfia derivative.” 

“Regardless of terminology; the ideal objective of 
psychotherapy with drugs is to induce an improved 
mental state.” 

While the new classification system is designed to 
clarify the present picture, it is believed to be only 
a stop-gap measure, According to the council, “It 
appears probable that the gradually increasing num- 
ber of new drugs, as well as new terms, will add to 
rather than detract from the confusion in this im- 
portant field.” 
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Book Announcements... . 


Books received for review are promptly acknowl- 
edged in this column. In most cases, reviews will be 
published shortly after the acknowledgement of re- 
ceipt. However, we assume no obligation in return 
for the courtesy of those sending us same. 


Heart Disease. Cause, Prevention and Recovery. By 
PHILIP S. CHEN, Ph.D., Professor of Chemistry 
and Chairman of Division of Natural Sciences, 
Atlantic Union College. With the assistance on 
Part I of Philip S. Chen, Jr., Ph.D., National Heart 
Institute. The Chemical Elements, South Lan- 
caster, Massachusetts. 1958. 189 pages. Illustrated. 
Price $3.00. 


Diabetes As A Way of Life. By T. S. DANOWSKI. 
M.D., Renziehausen Professor of Research Medi- 
cine, University of Pittsburgh School of Medicine; 
Senior Staff Physician at Presbyterian-Woman’'s. 
Children’s, Elizabeth Steel Magee and Shadyside 
Hospitals of Pittsburgh; etc. Coward-McCann, Inc., 
New York. 1957. 177 pages. Price $3.50. 


Therapeutic Heat. Edited by Signey Licht, M.D.., 
Honorary Member, British Association of Physical 
Medicine, Danish Society of Physical Medicine, and 
the French National Society of Physical Medicine. 
Elizabeth Licht, Publisher, New Haven, Conn. 1958. 
xiii-466 pages. Price $12.00. 


Atomic Energy In Medicine. 
Philosophical Library, New 
pages. Cloth. Price $6.00. 


By K. E. HALNAN. 
York. 1957. ix-157 


The Atoms for Peace Series is intended for the 
educated layman and not for a specialist in the field 
in question. However, Atomic Energy in Medicine 
is written so skillfully by an eminent English scholar 
and physician, that this rather readable book is 
valuable not only for persons with limited knowledge 
of physics and medicine, but on account of its 
excellent and understandable presentation of most 
difficult material it must be recommended highly for 
the library of any physician, who has had no recent 
training in the use of radioactive isotopes in medi- 
cine. The book covers not only the ue of radio- 
active materia] in medical research, in therapy and 
in diagnostics, but also the use of high energy par- 
ticles. Atom physics and the nuclear reactor tech- 
niques are discussed as well as the problems and 
hazards of atomic radiation. 


Ernst FiscuHer, M.D. 


Methodology of the Study of Ageing. Volume 3, Ciba 
Foundation Colloquia on Ageing. Editors for the 
Ciba Foundation, G. E. W. Wolstenholme, O.B.D., 
M.A., M.B., B.Ch., and Cecilia M. O’Connor, B.Sc. 
Little, Brown and Company, Boston. 1957. x-202 
pages. With 47 illustrations. Cloth. Price $6.50. 
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As in most Ciba colloquia, the main profit the 
reader gains is from the published discussions by 
the prominent participants in the field in question, 
since most of the material contained in the formal 
papers has been published elsewhere. It becomes 
very obvious from reading this little, but interest- 
ing, book, that we have made nearly no inroad into 
the intrinsic mechanisms of the ageing process. The 
main difficulty arises from the fact that the bio- 
logical and psychological reactions of an organism 
at a certain age, are only partly dependent on age, 
but very much determined by heredity and by pre- 
viously prevailing conditions. including diseases. 
Since with the length of life, the chance for varia- 
tion of these influencing conditions increases, the 
establishment of what is due to ageing per se be- 
comes rather intricate. The range covered in this 
symposium extend from the ageing of single cell 
organisms to the changes in human organ function 
and in human performance with age. 
Ernst Fiscuer, M.D. 

Selected Writings of Walter E. Dandy. Compiled by 
Charles E. Troland, M.D., and Frank J. Otenasek, 
M.D. Charles C. Thomas, Springfield, Illinois. 1957. 
vii-789 pages. Illustrated. Cloth. Price $15.00. 


This valuable collection of scientific treatises by 
one of the great pioneers of Neurological Surgery 
is interesting both as a historical development of 
Neurological Surgery with the papers listed chron- 
ologically as they were presented by Dr. Dandy and 
as a source book for the surgeon because of the 
availability of surgical procedures as well as hos- 
pital care. Historically, Dr. Dandy’s description of 
the development of ventriculography is one of the 
greatest milestones of the entire field of Neurological 
Surgery in addition to his studies of the cause of 
hydrocephalus and the treatments tried for this dis- 
order. The surgical technique described for section 
of the eighth nerve, for the eighth nerve tumors, for 
pineal tumors, and for intracranial aneurysms are 
only a few of the descriptions which are instructive 
for all who would attack these problems. 

These authors have compiled a book which will 
always remain one of the landmarks in the history 
of Neurological Surgery just as Dr, Dandy will 
always be remembered as one of the great leaders 
in both the surgery and the physiology of the nervous 
system. 


JosepH F. Jr., M.D. 
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The Medical Society of Virginia 


Council Minutes 


The meeting of the Council of The Medical So- 
ciety of Virginia was called to order by Dr. Harry 
C. Bates, Jr., President, at 1:00 p.m. on February 
12, 1958, at Society Headquarters. Attending were 
Dr. Walter P. Adams, Dr. J. R. B. Hutchinson. 
Dr. Harry J. Warthen, Dr. John T. Hundley, Dr 
Mack I. Shanholtz, Dr. Sheppard K. Ames, Dr. 
Benjamin W. Rawles, Jr., Dr. Fletcher J. Wright. 
Jr.. Dr. Louis P. Bailey, Dr. Alexander McCaus- 
land, Dr. Harold W. Miller, Dr. David W. Scott, 
Jr., and Dr. James P. Williams. Also present were 
Dr. K. D. Graves, Secretary of the State Board of 
Medical Examiners, and Mr. Robert C. Duval. Jr.. 
attornev for the Society. 

Dr. Bates introduced Mr. Robert Tracy and Mr. 
Myron Macht, New York, representing the Cornell 
University Crash Injury Research Project. Mr. Tracy 
advised Council of a proposed change in policy 
which would make coded crash data available to 
request. The Medical 
Society of Virginia has cooperated with the Crash 


auto manufacturers upon 


Injury Project almost since its very beginning and 
. Cornell feels it must have the Society s approval 
before making this coded data available to the auto- 
motive industry. Mr. Tracy explained that the man- 
ufacturers have the equipment to do a quicker and 
more thorough job of culling out the information 
which they need for engineering purposes. It was 
also explained that no names or locations will be 
sent to the manufacturers and the records will con- 
tain only facts relative to the accidents themselves. 
It was then moved and seconded that the change 
in policy be approved. The motion was adopted. 
Dr. Maynard P, Smith and Dr. Emanuel EF. Wal- 
lerstein, Richmond, were then introduced. Dr. Wal- 
lerstein explained that the Virginia Society of Oph- 
thalmology and Otolaryngology was quite anxious 
to effect a closer liaison with The Medical Society 
of Virginia. It was brought out that many matters 
of vital concern to the specialty groups reach them 
only indirectly. With legislation presenting more 
ind more of a problem, it is becoming quite neces- 
sary that the various specialty groups have a closer 
tie with the State Society. Dr. Smith was hopeful 
the specialty groups might be permitted to be repre- 
sented officially in the House of Delegates. It was 
pointed out, however, that our Constitution and By- 
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Laws do not permit this at the present time. Dr. 
Smith was advised it would be perfectly all right 
for the specialty groups to have observers attend the 
meetings of the House and to report back on the 
transactions. 


Ir. Adams mentioned the possibility of appoint- 
ing a member of the Society of O.L.&O. to the Legis- 
lative Committee next year. This might well be 
considered since the group is vitally concerned with 
legislative matters at this time. It was also sug- 
gested that the specialty groups bring their problems 
to the Council at any time and request assistance 
whenever needed. It was also requested that the 
State Office be kept advised of any matters of con- 
cern to the profession. 

Considered next was a report from the Insuranc 
Committee recommending the adeption of a pro- 
posal for major hospital and business expense cov- 
erage at the State level. The proposal had been 
submitted by the American Casualty 
through Mr. David Dyer, Roanoke 


out that over 800 physicians had replied to a ques- 


Company 
It was brought 


tionnaire sent out by the Committee, and the response 
was overwhelmingly in favor of such group cover- 
age. Council was told the proposed plan was of 
the $500 deductible type with a ceiling of $10,000. 
Considered of primary importance was the fact that 
the plan would take care of 75 per cent of the cost 
for nursing services. 

During the ensuing discussion the question was 
raised as to whether or not a major hospital plan 
offered by Blue Cross might not be the best answer. 
Several were of the opinion that Blue Cross could 
draw up a special plan which would include nursing 
services. It was also thought that the Medical So- 
ciety should not select a plan without first giving 
Blue Cross the opportunity to submit a competitive 
proposal. It was mentioned Blue Cross had received 
very little notice of the Committee’s last meeting. 
rhere also existed some thought that the Medical 
Society should not favor either Blue Cross or the 
commercial companies, but should insist both be 
afforded an equal opportunity. 


It was then moved that the Committee's recom- 
mendation be tabled and the Committee be requested 
to invite Blue Cross to submit a competitive proposal 
for consideration. The motion was seconded and 


adoy ted. 


| 
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Dr. Bates reported a great deal of thought had 
been given to the special meeting of the House of 
Delegates which must be called to consider the future 
of Medicare in Virginia. It seemed that an April 
meeting was desirable and perhaps a Sunday or 
Wednesday meeting would be most convenient for 
the majority. 

It was the consensus that a Sunday meeting would 
be most acceptable and the date of April 13 was 
recommended. A check with the Hotel Jefferson was 
made and it was learned the Ballroom was available 
on that date. It was also suggested that a buffet 
luncheon be served 50 minutes prior to the actual 
meeting. A motion was introduced which would 
authorize a special appropriation of $200.00 to 
cover the cost of the luncheon. The motion was 
adopted. 


Dr. Bates thought perhaps Colonel Earl Lowry 
should be invited to address the House and to pre- 
sent the government viewpoint. He also expressed 
the hope that the Committee on Principles and Poli- 
cies would have ready a set of guiding principles 
for consideration at that time. 

Council was advised by Dr. Graves that an obste- 
trician was definitely needed on the State Board of 
Medical Examiners. He brought out the fact that 
having proper representation of the specialties on 
the Board is very important when examinations are 
prepared. It was recommended that, during future 
meetings of the House of Delegates, the Speaker 
advise the District concerning what specialties need 
to be represented on the Board. This would insure 
a well balanced Board at all times. 

Plan for the 1959 Annual Meeting were discussed 
and it was learned only two dates were available 
at the Hotel Roanoke. They were October 4-7 and 
November 15-18. It was reported Williamsburg 
might possibly be able to accommodate the Society 
from November through February. However, it would 
be necessary that the exhibits, banquets, meeting 
rooms, etc., be located at widely separated points. 
This was not considered advisable because of the 
ever present threat of inclement weather. A call was 
made to the Homestead in Hot Springs and it was 
learned exhibit facilities were somewhat limited. 
In addition, serious doubt existed as to whether or 
not enough rooms would be available to take care 
of the usual registration. 

After careful consideration, it was moved that 
the meeting be held at the Hotel Roanoke from 
October 4-7. Although this early date would prevent 
the usual auditor’s report from being ready by the 
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time of the meeting, it was the consensus that a 
report prepared by Miss Watkins would be sufficient. 
The Society's books are closed each year on Sep- 


tember 30 and the audit begins shortly thereafter. 

Mr. Duval than brought Council up-to-date on 
legislation with medical implications introduced in 
the General Assembly. He reported he had been 
advised that a ‘second injury” bill had been pre- 
pared by Dr. Savage and would soon be introduced 
in the House. However, no definite confirmation of 
this fact could be obtained. It was then moved and 
adopted that the Executive Secretary call Dr. Savage 
and seek to learn what progress had actually been 
made in getting a ‘‘second injury” bill introduced. 

Discussed also were bills amending that portion 
of the Medical Practice Act pertaining to the State 
Board of Medical Examiners, defining and regulat- 
ing the practice of Physical Therapy, setting up a 
commission on aging and amending the Code as it 
affects the handling and dispensing of drugs. 

Mr. Duval reported that as a result of the VALC 
Study on the regulation of the uses of atomic energy, 
a resolution had been introduced calling for con- 
tinuation of the study and discouraging, at this time, 
any legislation designed to control possible radiation 
hazards. It was reported the State Department of 
Health had given much time and thought to a bill 
designed to establish certain safefuards with refer- 
ence to radiation hazards, and the resolutions would 
likely make passage improbable. It was then moved 
that the VALC be contacted and advised that The 
Medical Society of Virginia is vitally interested in 
legislation concerning radiation hazards and would 
appreciate the opportunity to be heard when such 
legislation is drawn. The motion was adopted. 

Council then learned there existed the possibility 
that an effort would be made to place milk inspec- 
tion under the Department of Agriculture. It was 
the consensus that problems involving milk sanita- 
tion should definitely be under the supervision of 
the Department of Health. It was moved that a 
resolution adopted by The Medical Society of Vir- 
ginia in 1956 be reaffirmed and the Governor advised 
of this action. The motion would also place the 
Society on record as opposing supervision of health 
matters by any agency other than the Department 
of Health. The motion was adopted. 


Dr. Rawles offered a resolution commending Mr. 
Duval for his work with the Legislative Committee 
and his diligence in following the many bills of 
interest and concern to the profession. The motion 
carried. 
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Attention was called to a Legal Conference to be 
sponsored by the American Medical Association 
sometime during May. The Conference will be held 
in Chicago and medical society attorneys and execu- 
tive secretaries have been urged to attend. It was 
brought out that Mr. Duval had attended a similar 
Conference in 1956 and it was considered quite 
worthwhile. It was moved and passed that Mr. 
Duval be authorized to attend the meeting and the 
necessary funds (same as 1956) be appropriated 

A letter from the Blood Banks Association of 
New York, Inc., was next read. The letter stated 
that the American Association of Blood Banks and 
the Medical Society of New York had established a 
Northeast Clearing House for distant donor replace- 
ment and that financial assistance was needed. It 
was also stated Virginia is a direct beneficiary of 
this particular program. It was the consensus that 
Council needed more detailed information befor 
making a definite decision. 

Dr. Bates then read portions of a letter from Dr. 
John Winebrenner of the UMW Health and Welfare 
Fund with reference to a resolution adopted by the 
AMA House of Delegates during its December meet- 
ing. The resolution condemned the attitude and 
method of cperation of the Fund and called it dam- 
aging to the quality and availability of medical and 
hospital care to the beneficiaries. Council was ad- 
vised that Virginia’s three delegates to the AMA 
had voted in favor of the resolution. It was then 
moved that the Council concur in the stand taken 
by Virginia's delegates to the AMA and also approve 
the current practice and procedure of the Society's 
Liaison Committee to the UMW Health and Welfare 
Fund in the handling of problems involving the 
profession and the Fund within the State. The mo- 
tion passed. 

Considered next was a request from the U. S. 
Chamber of Commerce that the Society seriously 
considered membership in that organization. The 
Chamber had pointed out that it had supported the 
medical profession on numerous occasions and had 
vigorously opposed all efforts to bring on govern- 
ment medicine. During the ensuing discussion, it 
was mentioned the Society had belonged to the 
State Chamber of Commerce for many years. It was 
then decided the matter should be tabled until the 
October meeting and that inquiries be made to find 
how many other state medical societies belong to the 
Chamber. 


Next on the agenda was the matter of determining 
a proper rental for those offices in the new Head- 
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quarters Building to be occupied by the Virginia 
Academy of General Practice and the Virginia State 
Nurses Association. It was reported that comparable 


facilities in Richmond rent from $3.00 to $3.95 per 
square foot. The rate depends, in large part, upon 
whether or not an office is air-conditioned. It was 
then moved that a base of $3.00 per square foot be 
used in determining rent for space in the new build- 
ing. The motion passed. 

Dr. Bates advised Council that Society By-Laws 
provide that a member reaching the age of 70 can, 
upon his request, be exempted from further payment 
of dues—providing, of course, that he has been a 
member for 10 years. There was some question as 
to whether or not members should be advised of this 
provision or whether it should be left to those eli- 
gible to actually request exemption. Council was 
unanimous in its feeling that members eligible for 
the exemption should be advised of this right. 

Next on the agenda was a suggestion that the 
Rehabilitation Committee of the Society assume the 
responsibility of nominating candidates for the an- 
nual award to a physician who has contributed most 
to the physically handicapped. It was believed the 
nomination should be made in sufficient time for the 
award to be presented during the Annual Meeting. 
It was decided that Dr. Rawles should talk with 
Mr. Kingsley, Chairman of the Governor’s Com- 
mittee on the Employment of the Physically Handi- 
capped, and seek to iron out the necessary details. 

Council was advised that Dr. John Hazel, Chair- 
man of the Committee on Federal Medical Services. 
had attended a special medicare conference in At- 
lanta during January. The Conference had recom- 
mended that all state societies petition the Congress 
and Secretary of Defense to permit negotiation of 
indemnity type programs at the time of renewal of 
medicare contracts. No action was taken on the 
conference recommendation in view of the special 
meeting of the House to be held on April 13. 

A question was raised concerning whether or not 
officers of The Medical Society of Virginia should 
write official letters of congratulations to county 
health officers competing for public relations awards. 
It was the consensus that such letters should come 
from county societies rather than state. 

There being no further business, the meeting was 


adjourned. 
Rosert I. Howarp 


Executive Secretary 


APPROVED: 
Harry C. Bates, Jr., M.D. 
President 
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Woman’s Auxtliary.... 


President 
President-Elect 
Vice-Presidents 


Mrs. JoHN R. St. Georce, Portsmouth 
Mrs. CHartes A. Eastey, Danville 
Mrs. Girarp THompson, Chatham 
Mrs. Georce Brooks, Richmond 
Mrs. Rosert Detwirer, Arlington 
Mrs. JAMEs GRINELS, Richmond 
Mrs. Howarp Krucer, Norfolk 
Mrs. WyndHAM B. BLAnToN, JR., Richmond 
Publication Chairman Mrs. Paut Pearson, Warsaw 


Recording Secretary 
Corresponding Secretary 
Treasurer 


Auxiliary to the American Medical Associa- 
tion. 


The thirty-fifth annual convention of the Wom- 
an’s Auxiliary to the American Medical Association 
will be held in San Francisco, June 23-27, 1958, 
with headquarters at the Hotel Fairmont. Registra- 


tion will open on Sunday, and continue 


June 
through Thursday. 

Reservations should be sent to the San Francisco 
Convention and Visitors Bureau on the form pro- 
vided for this purpose in the Journal of the Ameri- 
can Medical Association. A list of hotels is also 
contained in the Journal. Because of the difficult 
housing situation in San Francisco, it is suggested 
that reservations be made as soon as possible. And 
please mention the Woman’s Auxiliary when you 
make your request. 


Tri-County. 


A program on “Camp Easter Seal” was presented 
by Donald H. Rhodes, Norfolk, to the Auxiliary 
of the Tri-County Medical Society at a luncheon 
meeting in February. The meeting was held in Suf- 
folk and the speaker was introduced by Mrs. E. F. 
Reese, III, Courtland. He told of the rehabilitation 
work of the Virginia Society of Crippled Children 
and Adults of which he is a field representative. 
Colored slides of the camp, near Roanoke, were 
shown. 


Alleghany-Bath. 


This Auxiliary held its bi-monthly meeting on 
January 28th at the C. & O. Hospital, Clifton Forge. 
Plans were made to collect samples of drugs to 
be sent to Sheltering Arms Hospital in Richmond. 


From the profit realized on the sales on the hospi- 
tality cart, a nursing scholarship has been given 
the C. & O. Hospital. This cart sells toilet articles. 
etc., to the patients at the Hospital and is a free 
book and magazine service. 

After a delicious luncheon, a film on highway 
safety was shown. 
F.R. 


Fairfax. 


This Auxiliary met for their February luncheon 
at the Court House Country Club with the president, 
Mrs. Andrew Tessitore, presiding. Mr. Paul Hech- 
man, owner of Parties Unlimited in Georgetown, 
gave an interesting talk on how to give parties for 
all ages. 

In January, Douglas Adams, attorney from An- 
nandale, addressed the Auxiliary on Fairfax County, 
its history and government, In November, Mrs. Lora 
Richmond, deputy coordinator of civil defense for 
the county, was the speaker. 

Mrs. T. B. McCord and Mrs. Emmanuel New- 
man, the first two presidents of this Auxiliary, have 
been given gold pins fc or their servic es. These were 
presented by Mrs. Thomas E. Haggerty, vice-presi- 
dent. Other officers of the Auxiliary are Mrs. Ard- 
win Barsanti, recording secretary; Mrs. Edmundo 
Morales, corresponding secretary; and Mrs. G. J. 
Inguagiato, treasurer. 


Alexandria. 


The Auxiliary to the Alexandria Medical Society 
held a meeting on January 28th at the home of 
Mrs. Lewis Mangus. Mrs. Thomas McGough was 
co-hostess. 

Mrs. Zila Smith, of the Community Health Cen- 
ter, was the guest speaker. During her talk, Mrs. 
Smith thanked members of the Auxiliary for their 
Christmas contribution to the Health Center. 

Mrs. Walter Brennan reported on the successful 
benefit performance of Hansel and Gretel, held on 
December 28th. Proceeds will benefit the Alexandria 
Hospital Building Fund. 


Mrs. Rosert L. BREGMAN 
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Cwrnrent Cwrnrents 


THE 107th ANNUAL MEETING of the American Medical Association will be held 
in San Francisco from June 23-27. Headquarters for the House of Delegates will be 
the Sheraton-Palace Hotel. Scientific and Technical Exhibits, films, color TV and lec- 
tures will be in the Civic Auditorium and the adjacent Plaza Exhibit Hall. 


THE HAWAII SUMMER MEDICAL CONFERENCE, sponsored by the Hawaii Med- 
ical Association, will be held in Honolulu from July 1-3. The Conference has been 
timed to immediately follow the AMA meeting and is arousing a great deal of interest. 


Included on the program are breakfast panels and a special afternoon clinic at a local 
hospital. 


Conference registration forms and travel information can be secured from Lee Kirk- 
land Travel, c o Medical Tours, P. O. Box 3433, Chicago 54, Illinois. 


A TABLOID NEWSPAPER will soon be published by the AMA. The 16 page publi- 
cation, recently authorized by the Board of Trustees, is expected to be distributed every 
two weeks to approximately 200,000 physicians. The AMA will use the paper to bring 
to the attention of its members the multitude of projects and activities carried on by the 
Association, and also non-scientific news of general interest. 


The “AMA News” is expected to provide the answer to the problem of improving com- 
munications between the Association and its members. The paper will carry advertis- 
ing and the editorial staff will work at AMA’s Chicago Headquarters. The first issue 


will, in all probability, be ready for distribution during the annual meeting in San Fran- 
Cisco. 


MILITARY CAREER INCENTIVES should be retained, according to AMA. A House 
Armed Services Sub-Committee has been conducting hearings on a bill which would 
revise military base pay structure and would scale down the special pay authorized for 
experienced medical officers. According to Dr. F. J. L. Blasingame, AMA General Man- 


ager, the present schedule is “a valuable method of preserving and improving the qual- 
ity of military medical manpower”. 


BRITAIN’S CHANCELLOR OF THE EXCHEQUER has announced that contribu- 
tions to the National Health Service will be boosted again in July. The increase applies 
to employers and those using the service. The House of Commons was told that the 
whole structure of social services would be imperiled unless their cost to the treasury 


was kept in bounds. Estimated cost of the health service during the coming fiscal year 
has been set at $2,072,000,000. 


SEVENTY PER CENT of all prescriptions today are said to be for drugs discovered 
during the past ten years. 


| | | 


A SERIES OF ARTICLES dealing with various health problems of the aging has been 
reprinted in booklet form from the Journal of the AMA. Four of the eleven titles in 
the series are: “The Oldster and His Doctor”; “Stress and Exhaustion”; ‘“Rehabilita- 
tion and Restorative Services”, and “Preparation for Retirement Is a Must.” Copies 
of the booklet are available on request from the AMA’s Council on Medical Service. 


RUSSIAN PHYSICIANS and attorneys can expect to earn the equivalent of between 
$325 and $450 per month, according to information published in the Congressional 
Record. It is reported that a university professor will be getting $1,500 to $2,750 plus 
such extra benefits as autos at no cost. Experienced engineers are paid about the same 
as doctors, and high school teachers $300 to$325. Living costs in Russia are reflected in 
the price of shoes: ordinary $25; good quality, $75 to $100. 


THE NATIONAL CHAMBER OF COMMERCE is advancing its own educational 
program of seven points. It does not include the same broad scholarship plan that is 
being proposed by the administration and some members of Congress, but would expand 


several operations now in effect and offer taxation advantages to schools, teachers and 
parents who pay college bills. 


The Chamber proposes: 1. Extend the life of the President’s Committee on Scientists 
and Engineers to stimulate local, state and private action to improve science education 
and use of scientific manpower. 2. Expand the National Science Foundation’s program 
to improve teaching and provide research fellowships. 3. Have the U.S. pay the full 
costs of research, military training and other services in its contracts with schools. 4. 
Allow income tax deductions for a “reasonable percentage” of costs of college educa- 
tions. 5. Offer income tax incentives to individuals, foundations, and corporations to 
stimulate support for higher education. 6. Permit teachers to make “reasonable” deduc- 
tions from taxable income for money spent taking courses to improve their profes- 
sional competence. 7. Continue the college housing loan program, incorporating amend- 
ments by administration that would “restore this program to its original purpose of 


making capital funds available to expand college housing in institutions having no other 
satisfactory sources for such funds.” 


GREAT SOCIAL, political and economic changes are in store throughout the world 
because of an approaching “new era of younging electorates”. This is the finding of 
economist Frank G. Dickinson, Ph.D., who reports that “The never-ending struggle 
of physicians against disease sometimes creates the impression that each hard-won gain 
will eventually mean an increasing proportion of older adults. (those over 49). Nev- 
ertheless, the proportion of older adults in some nations will soon start to decline.” 


Dr. Dickinson said the factors bringing about this change in the impact from eligible- 
voter masses by age groups are the rising birth rate and immigration which “more than 
counteract the mass of today’s oldsters who are living longer because of medical ad- 
vances. Both factors are producing many young voters.” 
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President's Message... 


OR SEVERAL YEARS now, the Virginia Council on Health and Medical Care 
under the exceptional guidance of Mr. Edgar J. Fisher, Jr. has made a fine 


reputation for itself, not only locally but nationally. 


Several times a vear commendaticns are received by this organization and its Direc- 
tor for the good work it promotes. It would be a laudable fact if these came from 
various communities in Virginia where the Council has helped out. But the extent 
of its accomplishments have gained it fame in the National Press. The evidence of 
its activity grows when one realizes that many of the Council's successes have been or 


are being copied elsewhere. It is a detinite leader in its field. 


Members of The Medical Society of Virginia should be proud of the close coopera- 
tion between our organization and Council. This privately supported, voluntary or- 
ganization receives a portion of its operating income from the Medical Society annually. 
The value received is many times what we put into it, These are among the best 


dollars we spe nd. 


Mr. Fisher is a hard working, energetic person who manages to always get to the 
right place at the right time, say the right thing, and bring home the honors for the 


Virginia Council. My hat is off to him and his organization. 


Sabu 


President 
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Editorial.... 


On the Nature of the Roentgenologic Examination 


STREET-LAMP casts a shadow of a still person upon the pavement, a gro- 
A tesque distortion (but obedient to the laws of geometry) of the person himself, 
What manner of person is it, its sex, race, age, and more profoundly, what is harbored 
within—benevolence or malevolence? To these can be likened the problems of the 
roentgenogram. When the person moves, our deductions may be simplified (fluoros- 
copy). But alas, how often can study of shadows lead us astray, especially in this 
age of feminization of the male and masculinization of the female? How low would 
Plato put the roentgenographic shadow in his scale of timeless verities! 

The comparison of roentgenology with an isolated shadow from a street-lamp is not 
strict. The roentgenographic shadow is composed not only of contour, but density as 
well. Statistical probability gives the roentgenologist, like the actuarian, aid and 
comfort: an ulcer on the greater curvature of the stomach is cancer, and an infiltration 
in the appropriate segment of the upper lobe in a voung person is tuberculosis, until 
both are proved otherwise. And both are proved otherwise. The street-lamp shadow 
is fixed in time; roentgenology depends heavily on evolution: what happens to the 
shadow over days or weeks or months. In any event, if our gentle reader is still with 
us, enough to convince him of our shadowy world. 


The roentgenologist is working in a little corner that the Virchowian pathologist 
has forfeited: the latter uses the visible portion of the electromagnetic spectrum, 
hence is able to appreciate color, and has the advantage of other perceptions: touch, 
smell, consistency, and (if he chooses) taste. Use of these perceptions usually must 
await separation of the offending part from the body. The roentgenologist comple- 
ments and supplements by studying this part in vivo, its density, and most important, 
its kinetics, Logically, the pathologist and roentgenologist are closer even than man 
and wife: they are one. If only man’s life-span, capacity for learning, economic dic- 
tates could allow the translation of logic into reality with the total integration of 
these two beings into one! 

The bulk of roentgenologic literature deals with the positive nature of the examina- 
tion—what can be accomplished—and preciously little on its negative nature. An 
attempt to cover each system of the body would be folly, but a few words on a few 
points in a few systems must suffice for demonstration. 


Mediastinal-hilar tuberculosis, lymphoma, metastasis from primary bronchogenic 
carcinoma, or from primary malignancy elsewhere above or below the diaphragm may 
present similar pictures. Some hundred agents can cause multiple rounded densities 
in the lungs. The propriety of using such terms as “hard, soft, exudative, productive” 
in describing the roentgenologic appearance of tuberculosis is doubtful, so poor is 
their correlation with reality. The presence of tuberculosis is diagnosed with certainty 
only by the presence of its organism. An incompletely or non-regressing, or non- 
explained shadow in the lung demands the help of other disciplines to exclude cancer, 
and the positive diagnosis of cancer can be made only with the microscope. 

A fracture may be missed unless by chance the ray has encountered it end-on. Four 
or five projections may be necessary, especially in a cuboid structure. The examining 
finger may be more reliable in diagnosing fractures of subcutaneous bones as the ribs 
than the routine examinations of our $15,000 machines, (Not so with the underlying 
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lung and pleura.) Most bone lesions need the help of the pathologist for cellular 
diagnosis. A vertebral body may be riddled with granuloma or tumor and still appear 
normal on the standard examination. An almost unbelievably high degree of diffuse 


mineral loss may go undetected. 


A calyx may be obliterated by spasm leading to the faulty diagnosis of neoplasm. 


A renal cell carcinoma may be roentgenologically silent if no distortion of the upper 


collecting system or renal contour is present. Ureteral stones of surprising size can 


be associated with no visualized dynamic effects on the urinary tract. And, as a logical 
limit, a stone invisible because of size or mineral make-up may be present with a 
completely normal intravenous pyelogram, or a barely detectable distortion of the 
interureteric ridge on the involved side from edema of the intramural ureter. Bladder 
stone and iatrogenic silver nitrate may be roentgenologic kin. 


Possibly “tricky” hemodynamics account at least in part for the poor showing of 
roentgenology in demonstrating esophageal and gastric varices. The whimsy of dem- 
onstrating small hiatal hernias needs no comment. He who differentiates esophagus 
and stomach by radiographic mucosal pattern will often err. Even the most meticulous 
of techniques misses free intraperitoneal gas in 5 to 10‘¢ of perforated viscera. Gas- 
tritis, even with hemorrhage, may have no roentgenologic abnormality provided the 
submucosa and glandular volume do not depart too far from normal. Vast reaches of 
the stomach may be involved with malignant subepithelial extension with surprisingly 
little roentgenologic involvement. Ulcers with appreciable depth may elude roent- 
genologic demonstration. A repeated examination made shortly thereafter may disclose 
a large crater readily. Spasm of the smooth muscle in the collar of the ulcer or the 
entire segment of the muscular tube must play a role. One is forced to the conclusion 
that there is close patho-physiologic relation between spasm and atony, though antip- 
odal in their appearance. Diagnosis of malignant change in an ulcer may tax the 
skilled pathologist with his microscope, let alone the roentgenologist with his shadows. 
The roentgenologic “pre-pyloric suspect’ may prove surgically to have nothing, a 

congenital band, inflammatory adhesions, hypertrophic muscle, gastritis, peptic ulcer 

or cancer. How often must peptic ulcer in the duodenal bulb elude the best of roent- 

genologists! And how often must some of our “craters” be radiologic imagery! Papers 

have been written on the significant incidence of serious lesions found surgically fol- 

lowing normal barium enemas competently done. Cancer and feces may be the same 
to the roentgen ray, though not to the bearer. 


Diagnostic roentgenology may take pride in the confidence put in it, and the ever 
increasing demands made of it. However, its limitations stemming from its nature 


must never be lost sight of. Its opportunities for offering cell-specific diagnoses are 


limited; its opportunities for suggesting additional avenues of approach are great; its 
opportunities for offering help when its findings are integrated into the clinical 
patterns are maximal. Only that which is seen has roentgenologic substance; nen- 
Visualization may be real, or false with deadly consequences. Roentgen findings con- 
trary to soundly based clinical opinion should be accepted with circumspection, A 
second barium enema may show the cancer where the first one failed. Knowing this 
negative nature of roentgen ray, the conscientious roentgenologist must walk the 
perilous crest between the abyss of unwarranted conclusions on the one side, and the 
abyss of obfuscating verbal barrage to preserve a fancied unsullied reputation on the 
other, and must try safely to reach the opposite side where he can help his doctors 
practice good medicine. 


CHRISTIAN V. CrimMINo, M.D., F.F.R. 
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Nens Notes... . 


New Members. 


The following new members have been admitted 
into The Medical Society of Virginia since the list 
published in the March issue of the Monthly: 

Samuel Wesley Atkins, Jr.. M.D., Danville 

Richard Russell Chamberlain, M.D., Roanoke 

Joseph R. Gazala, M.D., Richmond 

Thomas Leonard Gorsuch, M.D., Waynesboro 

Reginald Buchanan Henry, Jr., M.D., Norfolk 

Patricia Alynne Hunt, M.D., Amherst 

Thomas Allen Kirk, Jr., M.D., Roanoke 

William Francis McGuire, M.D., Pulaski 

George Stanley Mitchell, Jr., M.D., Warwick 

Robert Edward Musgrave, M.D., Danville 

John David Powell, M.D., Stuart 

Lee Weldon Shaffer, M.D., Roanoke 

David Valentine Strider. M.D., Charlottesville 

Homer Allen Sweetman, M.D., Richmond 


Richmond Committee on Arrangements. 

Dr. Guy Horsley is General Chairman of the 
Committee on Arrangements of the annual meeting 
of The Medical Society of Virginia to be held in 
Richmond, October 12-15. Others on the Commit- 
Dr. W. Linwood Ball, hotels and halls; 
Dr. William R. Hill, technical exhibits; Dr. Frank 
M. Blanton, scientific exhibits; Dr. William Johns, 
golf; Dr. Harold I. 


tee are: 


Nemuth, entertainment; Dr. 


Carrington Williams, Jr., press and publicity; and 
Mrs. George K. Brooks, Jr., Woman’s Auxiliary. 


The Virginia Academy of General Practice 


Is holding its Eighth Annual Scientific Assembly 
May 8-11 at The Cavalier, Virginia Beach. Al] 
members of The Medical Society of Virginia are 
extended a special invitation to attend. 

Subjects to be presented by nationally renowned 
physicians will include cancer, heart, diabetes, mar- 
riage counseling, pediatrics, arthritis, and psychia- 
try. In addition, a selected group of outstanding 
scientific exhibits will be displayed. 

Scientific sessions will start May 9 with the Vir- 
ginia Diabetes Association’s portion of the program 
and will close May 11 at noon. 

Social activities will include the Golf Tourna- 
ment, cocktail party, and dinner May 8, dancing in 
the Hunt Room Friday, and the dinner dance Satur- 
day evening. 


Special entertainment for the wives 


has been planned by the Woman's Auxiliary for each 
day. 

For a long weekend of the best in postgraduate 
education combined with the finest recreational facil- 
ities, the Virginia Academy of General Practice 
urges each of vou to plan to be at The Cavalier 
May 8-11. 


Dr. Vincent W. Archer, 

Charlottesville, has been elected as the 35th Pres- 
ident of the American College of Radiology. He 
was installed at the annual meeting of the College 
in Chicago on February 7th. Dr. Archer is chairman 
of the Department of Radiology at the University 
of Virginia School of Medicine. 


Dr. Dennis P. McCarty 


Has been elected President of the Front Royal 
Rotary Club. He was named a member of the Board 
of Directors at a recent meeting. 

Drs. William Humphries and Dixon Whitworth 
have also been elected to the Board of Directors. 


Virginia State Dental Association. 

A cordial invitation has been extended to the 
members of The Medical Society of Virginia to attend 
the annual meeting of the Dental Association to be 
held at the John Marshall Hotel, Richmond, May 
4-7. 

Dr. John C. Tyree, Richmond, is president, and 
Dr. W. T. McAfee, Roanoke, secretary-treasurer. 


Virginia State Board of Medical Examiners. 


At the meeting of the Board on December 7th, the 
following were licensed by examination: 

Dr. Mary Bertucio Arnold, Chapel Hill, N. C. 

Dr. Richard Neville Armstrong, Petersburg 

Dr. Guenter J. J. Augustin, Alexandria 

Dr. Otto Robert Beecken, Scuth Miami, Fla. 

Dr. Bruce Ben Bellomy, Staten Island, N. Y. 

Dr. Mary Ann Bigger Burton, Richmond 

Dr. Francis Thomas Daly, Baltimore, Md. 

Dr. Guido Roger Escalante, Columbus, Ohio 

Dr. John Zbigniew Fichtner, Canton, Ohio 

Dr. Hjordis Mannbeck Foy, Hanover, Md. 

Dr. Waguih Youssef Gazale, Cleveland, Ohio 

Dr. Werner A. Gergen, Washington, D. C. 

Dr. Francisco Manual Gonzales, Washington, D. C. 

Dr. William Noel Gordge, Roanoke 

Dr. Don Franklin Hatten, Richmond 

Dr. Juergen Hubert, Richmond 

Dr. Nicholas M. Juhasz, Asbury Park, N. J. 
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. Benigno R. Lazaro, Baltimore, Md. 
. Zdenko Lucaric, Newark, N. J. 
. Douglas Stewart MacKenzie, Danville 
. Johannes Marinus, Staunton 
- Simon Meleck Petersburg 
. Edward Nenon Mogan, Nashville, Tenn. 
. Peter Van Cortlandt Moore, Iowa City, lowa 
William Osgood Myers, Hampton 
Dr. Jose Navarrete, Greystone Park, N. J. 
Dr. Alexander F. Petzinger, Richmond 
Dr. Italo Pio Rinaldi, Dayton, Ohio 
Dr. Rafael Roman, Richmond 
Dr. Arno Albert Roscher, Jacksonville, Fla. 
Dr. Wasyl Salak, Brooklyn, N. Y. 
Dr. Kurt T. Schmidt, Hopkinsville, Ky. 
Dr. Eugenia Urbanovich, Petersburg 
Dr. Lawrence Wilkinson, Lynchburg. 
Dr. Dorothy Longstreth Woods, Durham N. C. 


The following were licensed by endorsement of 


credentials: 


Dr. Glenn Stuart Aggerup, Norfolk 
Dr. Arthur Morgan Benshoff, Jr., Ronceverte, W. Va 
Dr. Hubert Hieronymus Blakey, Alexandria 
Dr. Karl Kenneth Boyd, Wise 
Dr. Winston Murphy Bryant, Ettrick 
Dr. John Charles Bucur, Arlington 
Dr. Laurence Lee Cockerille, Washington, D. C. 
Dr. J. Wesley Crossley, Roanoke 
Dr. Thomas Childs Delvaux, Jr., Martinsville 
Dr. Jerry Frank Donin, Portsmouth 
Dr. Ralph Lester Eslick, Marion 
Dr. Russell Lewis Fankhouser, Bristol 
Dr. Harry Marshall Fletcher, Washington, D. C. 
Dr. Charles Frank George, Clintwood 
Dr. Samuel Alan Graham Jr., Portsmouth 
Dr. Frederick Moulton Gross, Jr.. McLean 
Dr. Derwin Kay Harmon, Roanoke 
Dr. Basil Thomas Harter, Boston, Mass. 
Dr. Josias Henry Hawkins, Richmond 
Dr. William Rayner Johnson, Winchester 
Dr. William Burton Johnston, Richmond 
Dr. William Michael Lordi, Richmond 
Dr. Clinton G. Lyons, Santa Monica, Calif. 
Dr. Waleed Gabriel Maloof, New York, N. Y. 
Dr. Charles Bennett Marshall, Martinsville 
Dr. George William Martin, Roanoke 
Dr. Harry Michael McDermott, Jr., Fairfax 
Dr. William Obed Miller, Virginia Beach 
Dr. Frederic Augustin Moretti, Washington, D. C. 
Dr. John Mullaney, Williamsburg 
Dr. E. Louise Payne, Charlottesville 
Dr. Henry Harwood Pendleton, Jr., Radford 
Dr. Richard P. Perrine, Clintwood 
Dr. Robert David Profhtt, Richmond 
Dr. Donald Rathbun, Jr., Charlottesville 
Dr. William John Reardon, Falls Church 
Dr. William Arthur Reynolds, Wise 
Dr. Richard Frank Richie, Williamson, W. Va. 
Dr. Elinor Alice Rossbach, Washington, D. C. 
Dr. Howard Carlisle Scott, Richlands 

. Robert Batchelder Shepardson, Dahlgreen 
Dr. Joseph Ellyn Shuman Arlington 


Dr. Donald Paul Smith, Pamplin 

Dr. Pete Joe Starr, Roanoke 

Dr. Daniel Stowens, Washington, D. C. 
Dr. Howard Elbert Sturgeon, Norfolk 

Dr. Harold Stanley Tidler, Lanham, Md. 
Dr. Aaron Hardy Ulm, New York, N. Y. 
Dr. John Delwin Voltmann, Arlington 

Dr. James Christopher Walsh, Jr., Washington, 
Dr. William Franklin Weller, Roanoke 

Dr. Lewis Emmor Wells, Jr., Richmond 

Dr. Gerald Albert Williams, Charlottesville 
Dr. Charles Calvin Yerbury, Clintwood 

Dr. Lawrence Joseph Zaino, Hampton 

Dr. Bernard Harold Zeavin, Alexandria 


Dr. Reno R. Porter, 
Richmond, is the recipient of a “grant-in-aid” 
from the Peninsula Heart Association. The grant, 


in the amount of $3,900, supports the research 
studies conducted by Dr. Porter at the Medical Col- 
lege of Virginia which are concerned with the “Cir- 
culatory Dynamic Effects of Digitalis in the Normal 
and Hypervolemic Dog”. 


Tri-State Medical Association. 

The annual meeting of this Association was held 
in Richmond, February 10-11. Dr. William P. Jor- 
dan, Richmond, was elected president; Dr. J. P. 
Rousseau, Winston-Salem, N. C., Dr. Mary Eliza- 
beth Johnston, Tazewell, and Dr. Furman Wallace, 
Spartanburg, S. C., vice-presidents; and Dr. R. B. 
Davis, Greensboro, N. C., re-elected secretary- 


treasurer. 


Dr. William S. Jordan, Jr., 

Has been appointed professor of preventive medi- 
cine and chairman of the department of preventive 
medicine and professor of internal medicine at the 
University of Virginia School of Medicine. His 
appointment is effective May 1st. Dr. Jordan is at 
present associate professor of preventive medicine 
and assistant professor of medicine at Western Re- 
serve University School of Medicine in Cleveland. 


Annual Spring Clinic. 

The Norfolk County Medical Society held its 
annual spring clinic on April 2nd. The subject for 
discussion was Inflammatory Diseases and the fol- 
lowing papers were presented: Diagnostic Prob- 
lems of the Hepato-Biliary System and Pancreas, 
Dr. Charles M, Caravati, Richmond; Puerperal and 
Non-Puerperal Pelvic Inflammatory Disease, Dr. 
Charles S. Stevenson, Wayne State University, De- 
troit; The Diagnosis of Arthritis, Dr. Oscar Swine- 
ford, Jr., University; The Pathology of Inflamma- 
tion, Dr. William E. Ehrich, University of Pennsyl- 
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vania, Philadelphia. A Panel on Therapy in In- 
flammatory Disease, Modern Concepts and Tech- 
niques was participated in by the above doctors 
and by Drs. George Elsasser, Jr., and Robert L. 
Payne, Jr., of Norfolk. A cocktail hour and dinner 
was held at the Norfolk Yacht and Country Club. 


Virginia Pediatric Society. 

At the annual meeting of this Society, held in 
Williamsburg, February 28th and March Ist, Dr. 
Harry D. Cox, Portsmouth, was elected president, 
Dr. Robert H. Cox, Jr., Lynchburg, was named 
vice-president and Dr. O. Watts Booth, Newport 
News, secretary-treasurer. 

Dr. A. P. Booker, Charlottesville, is the retiring 
president. 


Dr. W. T. Thompson, Jr., 

Richmond, has been named a co-chairman of a 
two and a half million dollar campaign for higher 
education by the Presbyterian Synod of Virginia. 
He will serve as chairman for laymen in the cam- 
paign to begin this fall. 


American Academy of Pediatrics. 

The Virginia Chapter of the Academy recently 
elected Dr. E. L. Kendig, Jr., as president and state 
chairman. Dr. Paul Hogg, Newport News, was 
elected vice-president, and Dr. Carolyn McCue, 
secretary-treasurer. 


Congress of Internal Medicine. 

The world’s largest international gathering of 
scientists and clinicians concerned with internal 
medicine will be held in Philadelphia, April 24-26, 
at the Fifth International Congress of Internal 
Medicine. In addition to leading internists from 
America, 81 foreign speakers representing 27 other 
nations will participate in the scientific program. 
There will be leading physicians from the Soviet 
Union, Czechoslovakia, Hungary, Rumania, and 
Poland. 

Information and registration forms may be ob- 
tained by writing Mr. E. R. Loveland, secretary- 
general, +200 Pine Street, Philadelphia 4, Pa. 


Hawaii Summer Medical Conference. 

An invitation has been extended by the Hawaii 
Medical Association to attend their Conference in 
Honolulu, July 1-3. Included in the program are 
breakfast panels and a special afternoon clinic at 
a local hospital, The Conference has been timed 
to immediately follow the A.M.A. Annual Meeting 
in San Francisco. 
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For additional information, Conference Registra- 
tion Forms, or to place reservations, contact Lee 
Kirkland Travel, c/o Medical Tours, P. O. Box 
3433, Chicago 54, Illinois. 


Annual Joint Meeting. 

Twenty-nine clinical pathologists and about 100 
medical technologists attended the fifth annual joint 
meeting of the Virginia Society of Pathology and 
Laboratory Medicine and the Virginia Society of 
Medical Technologists in Richmond, March 8th. 

The scientific sessions stressed evaluation and 
quality control of medical laboratory tests. 

A paper on “Hemoglobin Evaluation Studies in 
a Community” was presented by Richard E. Palmer, 
M.D., Alexandria, and William D. Dolan, M.D., 
Arlington. The paper discussed periodic evalua- 
tions of hemoglobin tests in 21 laboratories in the 
Washington, D.C., area over a period of five years. 
It brought out that repeated evaluations resulted in 
adoption of certain changes in standards of refer- 
ence, procedures, and technics. As the result, in the 
latest survey 80° of hemoglobin tests performed 
in laboratories supervised by pathologists were found 
to vary only in slight degree and none of the de- 
terminations varied to a clinically significant degree. 

Nelson F. Young, Ph.D., professor of clinical 
biochemistry at Medical College of Virginia, dis- 
cussed “Need for Quality Control in the Clinical 
Laboratory.” As evidence of the need, he cited an 
international survey made by a research organiza- 
tion in England in which identical vials of freeze- 
dried horse serum were sent to about 20 laboratories 
in each of 8 countries, including the United States, 
for determinations of glucose, proteins and other 
counts. Wide variation was found in the results. 
Some variation was later proved to be due to un- 
equal deterioration of the test samples, but this did 
not account for the full discrepancies. 

In a third paper, “The Use of Simple Statistical 
Methods in Laboratory Quality Control,’ Loyal H. 
Davis, assistant to the chief of manufacture, Phillip 
Morris, Inc., described quality control measures used 
in industry and suggested adaptations applicable to 
medical laboratories. 

In his paper on “Application of Quality Control 
in Clinical Pathology,’’ George Z. Williams, M.D., 
National Institutes of Health, Bethesda, Maryland, 
said that ‘“‘Even in a clinical research hospital, it 
is necessary to conduct daily quality control of lab- 
oratory procedure to maintain acceptable and _re- 
liable results.” 
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Robert J. Faulconer, M.D., Norfolk, and Mrs. 
Bertha Gassett, M. 


installed as incoming presidents of the Societies. 


Psychiatrist Wanted. 
Unusual opportunity for a young psychiatrist in 
a Virginia hospital. Male, completion of formal 


psychiatric training and Board eligible. Associate 


Obituaries .... 


Dr. D. Hunter Marrow, 
Boydton, died February 21st, at the age of ninety- 
two. He was a native of Union Level and studied 
medicine at the Medical College of Virginia and 
the University of Virginia, receiving his degree from 
Jefferson Medical College in 1889. Dr. Marrow 
practiced medicine in Mecklenburg County for many 
years. He was a Life Member of The Medical 
Society of Virginia, having joined in 1895. 
A daughter and a son survive him. 
Dr. George Hannah Reese, 

Petersburg, died February 13th. He was seventy- 
three vears of age and a graduate of the Medical 
College of Virginia in 1909. Dr. Reese had prac- 
ticed medicine in Petersburg for many years and 
at one time was director of the medical center at 
Central State Hospital. He had been a member of 
The Medical Society of Virginia for forty-seven 
vears, 

His wife, a son and three daughters survive him. 
Dr. Millard Bridgeman Savage, 

Norfolk obstetrician and gynecologist, died Feb- 
ruary 10th. He was sixty-one years of age and re- 
ceived his medical degree from the University of 
Virginia in 1921. Dr. Savage had practiced in 
Norfolk since 1924. He was a member of the visit- 
ing staffs of the Norfolk General, Leigh Memorial 
and DePaul Hospitals. He had been a member of 
The Medical Society of Virginia for thirty-three 
vears. 

His wife survives him. 

Dr. Carroll Edward Foley, 

Front Roval, died February 27th, at the age of 
seventy-one. He was a native of Clarke County and 
a graduate of the former University College of Med- 
icine in 1913. Dr, Foley began his practice in 
Lovettsville and located in Front Royal in 1927 
where he specialized in eye, nose and throat diseases. 
He served in the Army Medical Corps during World 
War I. Dr. Foley had been a member of The Medi- 
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lr. (ASCP), Harrisonburg, were 


in practice. Repuy to #375, care the Virginia Med- 
ical Monthly, P. O. Box 5085, Richmond 20, Vir- 
ginia. (Adv.) 
For Rent. 

Modern office near Lee Building, Richmond. Rea- 
sonable. Write +300, care of the Virginia Medical 
Monthly, P. O. Box 5085, Richmond 20, Va. ( Adz.) 


cal Society of Virginia for thirty-eight years. 


His wife and a daughter survive him. 
Dr. Arthur Dixon Hutton, 
Marion, died February 11th after a brief illness. 
He was sixty-one years of age and a graduate of 
Dr. Hut- 
ton was a member of the staff of Southwestern Vir- 
ginia State Hospital, and he had practiced in Marion 
for thirty vears. He was a member of The Medical 


Society of Virginia, having joined in 1934. 


the Medical College of Virginia in 1927. 


Four sisters and a brother survive him. 


The following Memorial, written by Dr. Joseph 
R. Blalock, was presented in a Memorial Service at 
Southwestern State Hospital and was adopted by the 
Smyth County Medical Society: 

When I came to the Southwestern State Hospital 
twenty years ago Dr. Hutton was in charge of the male 
service, and he had been here for over ten years. All of 
the Staff of 1938 have passed on—Drs. Wolfe, McCarty, 
and Hutton. While a medical student he worked here 
summers in the medical laboratory under Dr. George A. 
Wright. His duties as physician commenced in July, 1928. 
He remained with us until on January 1, 1944, he was 
sent to the Lynchburg Colony as Acting Superintendent, 
and on June 8, 1944, he left the State service and served 
for several years on the staff of Lee Memorial Hospital 
as resident physician, playing an important part of that 
hospital, and he continued on the Board of Directors 
until his death. We were fortunate when he decided to 
come back into State service, and he returned to South- 
western March 15, 1955. During this period he has con- 
tinued his services on the male services and in particular 
in charge of the Criminal Insane Department. 

From the standpoint of a hospital superintendent and 
the hospital staff I cannot say enough about Dr. Hutton’s 
many and fine qualifications. He was a wonderful psy- 
chiatrist and physician. The many who have been treated 
by him for sickness and various emergencies such as burns, 
fractures, dislocations, and lacerations can attest to his 
skill and judgment in taking care of all these situations 
and those to whom he has administered care always felt 
reassured and confident in his fine judgment and skill. 

His energy was tremendous, and it shown in so many 
ways. He would come to the hospital early. He would 
see the patients at breakfast. He would personally check 
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the dining rooms. He would visit his wards religiously 
every day and not in a casual manner but pass them 
standing or seated one by one with attention to that par- 
ticular one when he was passing. He was always avail- 
able when on duty, and no one was more gracious in 
changing days on duty with another physician or coming 
up to the hospital on off duty times to give anesthetics 
and help in emergencies. 

Too much cannot be said about Dr. Hutton’s sterling 
character, He was absolutely honest. He was loyal, and 
one could always count on his word. He was entirely 
abstinent in that he did not smoke or drink, and in every 
respect he was a person of strong, most exemplary moral 
character. He worked hard during his long hours at the 
hospital, but on his off duty hours he was quite sclf- 
sufficient in the following of his other interests. When he 
lived on the grounds he was interested in his garden. He 
spent a great deal of his spare time going to his home 
where he was entirely wrapped up in the welfare of his 
immediate family, indentifying himself strongly with their 
problems. He was quite a baseball and football enthusiast 
and on his vacations would see Big League Baseball games 
and see important pro and intersectional football games. 
He was devoted to his church and has for a long time 
actively identified himself with the Marion Rotary Club. 

In the loss of Dr. Dick we have lost a wonderful 
physician and his place will be hard to fill. 


Dr. Revercomb 


The members of the Alleghany-Bath County Medical 
Society are grieved at the passing of our friend and 
fellow physician Dr. William M. Revercomb and wish 
to express to the members of his family our deepest 
sympathy. 

Dr. Revercomb was born in Highland County, Septem- 
ber 3, 1880. After attending loca] schools he entered 
Augusta Military Academy where he graduated in 1900. 
He graduated from the Medical College of Virginia in 
1904 with the degree of Doctor of Medicine and accepted 
a position as resident physician in Central State Hospital, 
Petersburg. Following his service in this institution he 
entered New York Polyclinic Hospital where he served 
on the house staff for a period of twenty months attaining 
the position of House Surgeon. Following this he served as 
a resident in St. Mary's Maternity Hospital, Brooklyn, 
New York. 

Dr. Revercomb began private practice of medicine near 
Beckley, West Virginia, where he remained for only a 
brief period before coming to Clifton Forge to be asso- 
ciated with Dr. Bonner. He opened his own office in 
1907, where he continued in private practice for fifty 
years until the date of his death, November 8, 1957. 

He was a member of the visiting staff of the Chesa- 
peake and Ohio Hospital and also served as secretary of 
the Board of Health of Clifton Forge during the greater 
part of his period of practice in this city. 

Dr. Revercomb held active membership in a number 
of medical societies including the following: 

He was a charter member of the Alleghany-Rath County 
Medical Society and served as treasurer of this organi- 
zation for many years. He was also a member of the 
American Medical Association, The Medical Society of 
Virginia, The Valley of Virginia Medical Society, The 
American Association of Railroad Surgeons and of the 
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Chesapeake and Ohio Railway Surgeons Association. 

Dr. Revercomb was a member of the Clifton Forge 
Presbyterian Church and for many years served as a 
Ruling Elder of the Session. He was also a member of 
the Men’s Bible Class of this church. 

Dr. Revercomb was a Shriner of the Acca Temple, 
Richmond and member of the Knights Templar. 

As we think over our association with Dr. Revercomb 
we think of one whose devotion to duty was, unsurpassed. 
He gave to his patients every care that a skilled physi- 
cian could give. We count it a high privilege to have 
been with him, to have worked with him as a fellow 
physician and to have known him as a true friend. 

THEREFORE, Be IT Resolved by the Alleghany-Bath 
County Medical Society that we extend to the bereaved 
family our deepest sympathy. 

Be Ir FurTHER REsOLvep that a copy of these resolu- 
tions be tendered Mrs. Revercomb and that they become 
a part of the minutes of the Alleghany-Bath County 


Medical Society. P. Giumer, M.D. 


GeorGE N. CHUCKER, M.D. 
Dr. Magruder 

L. Freeland Magruder, M.D., FACR, Portsmouth, after 
a protracted illness died at his home on January 31, 1958, 
in the 78th year of his life. Dr. Magruder was born in 
Mississippi, and was educated in the Public Schools of 
Louisiana and of ,Mississippi. He was a graduate of 
Millsaps College and received his M.D. degree from 
Tulane University in 1905. 

The associations he made as Radiologist to the Univer- 
sity of Virginia Hospital Unit overseas in World War I 
motivated him to locate in Tidewater Virginia after the 
war. Not only was he a pioneer in the field of radiology 
in his home state, having started his practice originally in 
1905 with a static machine, he was the first in this section 
of Virginia to limit his practice to radiology. He served 
as Radiologist in charge at the Norfolk Protestant, now 
Norfolk General Hospital from 1919 to 1939. From 1941 
to his retirement in 1955 he served in the Departments of 
Radiology at Parrish Memorial, Maryview and King’s 
Daughters’, now Portsmouth General Hospital in Ports- 
mouth. 

Dr. Magruder to his many friends was a man of strong 
convictions and a thorough Southern gentleman. He was 
intolerant of any pretense, and devoid of any desire to be 
in the limelight. His genial personality and ability to 
resolve controversies made him a valuable and enjoyable 
companion and colleague. He was a member of many 
national, sectional and state societies. He was a diplomate 
of the American Board of Radiology and a Fellow of the 
American College of Radiology. He was a member of 
the American Roentgen Ray Society and honorary mem- 
ber of the Portsmouth Academy of Medicine. He was 
a member of the Methodist Church and a Rotarian of 
Senior standing. His passing has brought sorrow to his 
many friends and associates. 

In consequence of our,loss be it resolved that these 
resolutions be recorded in the records of the Portsmouth 
Academy of Medicine and copies sent to The Medical 
Society of Virginia, his surviving wife and to his sister. 
F. P. Barrow, II, M.D. 
Georce H. Carr, Jr., M.D. 
M. H. Hoop, M.D. 
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e / Destroys Vaginal Parasites 


CHEMOTHERAPY PLUS FLORA CONTROL 


Protects Vaginal Mucosa 


Vaginal discharge is one of the most com- 
mon and most troublesome complaints met 
in practice. Trichomoniasis and monilial 
vaginitis, by far the most common causes 
of leukorrhea, are often the most difficult to 
control. Unless the normal acid secretions 
are restored and the protective Doderlein 
bacilli return, the infection usually persists. 

Through the direct chemotherapeutic ac- 
tion of its Diodoquin® (diiodohydroxyquin, 
U.S.P.) content, Floraquin effectively elimi- 
nates both trichomonal and monilial infec- 
tions. Floraquin also contains boric acid and 
dextrose to restore the physiologic acid pH 
and provide nutriment which favors re- 
growth of the normal flora. 


Method of Use 


The following therapeutic procedure is 
suggested: One or two tablets are inserted 
by the patient each night and each morning; 
treatment is continued for four to eight 
weeks. 


Intravaginal Applicator for Improved 
Treatment of Vaginitis 


This smooth, unbreakable, plastic device is 
designed for simplified vaginal insertion of 
Floraquin tablets by the patient. It places 
tablets in the fornices and thus assures coat- 
ing of the entire vaginal mucosa as the tab- 
lets disintegrate. 

A Floraquin applicator is supplied with 
each box of 50 tablets. G. D. Searle & Co., 
Chicago 80, Illinois. Research in the Service 
of Medicine. 
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TUCKER HOSPITAL Inc. 


212 West Franklin Street 


Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and neuro- 
logical patients. Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


Dr. HOWARD R. MASTERS Dr. JAMES ASA SHIELD 
Dr. GEORGE S. FULTZ, JR. Dr. AMELIA G. Woop 


Dr. WEIR M. TUCKER. 
Dr. ROBERT K. WILLIAMS 


A private psychiatric hospital em- 
ploying modern diagnostic and treat- 
ment procedures—electro shock, in- 
sulin, psychotherapy, occupational 
and recreational therapy—for nervous 


and mental disorders and problems of 
addiction. 


Brochure of Literature and Views Sent On Request - P. O. Box 1514 - Phone EL 9-5701 


Staf, PAUL V. ANDERSON, M.D., President 
REX BLANKINSHIP, M.D., Medical Director 


JOHN R. SAUNDERS, M.D., Assistant 
Medical Director 


THOMAS F. COATES, M.D., Associate 

JAMES K. HALL, JR., M.D., Associate 

CHARLES A. PEACHEE, JR., M.S., Clinical 
Psychologist 


R. H. CRYTZER, Administrator 
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SAINT ALBANS 


PRIVATE PSYCHIATRIC HOSPITAL 
RADFORD, 


a 


STAFF 
James P. King, M.D., Director 


Clara K. Dickinson, M.D. 
Daniel D. Chiles, M.D. 


James K. Morrow, M.D 


James L. Chitwood, M.D. 
Thomas E. Painter, M.D. 


Medical Consultant 


AFFILIATED CLINICS 

Bluefield Mental Health Center Beckley Mental Health Center 
525 Bland St., Bluefield, W. Va 207% McCreery St 
David M. Wayne, M.D. Beckley, W. Va. 

W. E. Wilkinson, M.D. 


Clinical Psychology: 


Thomas C. Camp, Ph.D. 
Artie L. Sturgeon, Ph.D_ 


Don Phillips, Administrator 


@ “Understanding Care” @ 


‘ Skilled N ursing Care for Your Elderly and Chronic Patients 


Health 
Approved 


Inspection 
Invited 


Each Guest Under Care of His Own Doctor. 
AGED * CHRONICALLY ILL . INVALIDS * CONVALESCENTS 


24 hours daily care in a specifically 
built 52 Bed Nursing Home. Super- 
vised by a Resident R. N. and M. C. V. 
Extern. Trained Dietitian and orderly. 


TELEPHONE Private and Semi-Private Rooms with 
toilets. Rates from $50 to $75 weekly 
for Bed, Board and General Nursing. 


Miron 3-2771 | 9 minutes from any Local Hospital. 


aim. TERRACE HILL NURSING HOME 


@ Kidde ATMO Fire Detection System Equippede 


Write or Phone 


Bernard Maslan, Richmond 19, Va. 


2112 Monteiro Ave. 
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RIVERSIDE CONVALESCENT HOME 


Sophia & Fauquier Sts. Fredericksburg, Virginia 


For convalescent, aged, 
chronically ill, and retired 
persons. Provides healthful 
rest, excellent nursing care 
in cheerful, comfortable sur- 
roundings. Air-conditioned, 
fire-safe building. Accom- 
modations for eighty-four. 
Medical Supervision. Inspec- 
tion Invited. Write, or tele- 
phone Essex 3-3434. 


Rates: 


$40.00 to $75.00 per week 


MRS. PLYLER’S 
NURSING HOME 


KATE E. PLYLER (1876-1947) MARY INGRAM CLARK (1884-1955) 
A private nursing home dedicated to the care of chronic, convalescent and aged 


MRS. GENE CLARK REGIRER, Administrator 
1615 Grove Avenue, Richmond, Virginia, Telephone EL 9-3221 
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Gill Memorial Eye, Ear and Throat Hospital, Inc. 


Roanoke, Virginia 


BUSINESS MANAGER, BOX 1789, ROANOKE, VIRGINIA 


STAFF 


ELBYRNE G. GILL, M.D., F.A.C.S. 

HOUSTON L. BELL, M.D. 

A. J. BERLOW, M.D. 

R. B. HARRIS, M.D. 

J. A. THURMOND, M.D. 

CHARLES E. LEBLANC 

DORIS L. JAMES, B.S., O.D. 
(Orthoptics and Contact Glasses) 


A Modern Fireproof Hospital, Specially De- 
signed and Equipped for the Medical and Sur- 
gical Care of Ophthalmology, Otolaryngology, 
Facio-Maxillary Surgery, Bronchoscopy and 
Esophagoscopy. 

Complete Laboratory and X-Ray Equipment. 

Physicians and Graduate Nurses in Constant 
Attendance. 

The Hospital offers a combined residency of 
four years to a graduate of an improved medical 
school, who has had an internship of at least 
one year in an approved hospital. 
For further information, address 


Physicians’ 
Half-Price Rates 


4 yeors | $4.00 
3 years mae 


1 year 1.50 


AMERICAN MEDICAL ASSOCIATION 
535 North Dearborn - Chicago 10, Illinois 
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JOHNSTON-WILLIS 
HOSPITAL 


RICHMOND, VIRGINIA 


A MODERN GENERAL HOSPITAL 
PRIVATELY MANAGED 
SITUATED IN THE QUIET OF THE 
WEST END RESIDENTIAL SECTION 
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ST. LUKE'S HOSPITAL 


McGUIRE CLINIC 


1000 West Grace Street 
Richmond, Virginia 


General Medicine 
HUNTER H. McGUIRE, M.D. 


General Surgery Obstetrics 


MARGARET NOLTING, M.D. 
JOHN P. LYNCH, M.D. 


ROBERT W. BEDINGER, M.D. 


Orthopedic Surgery 
JAMES T. TUCKER, M.D. 
BEVERLEY B. CLARY, M.D. 
EARNEST B. CARPENTER, M.D. 
JAMES B. DALTON, JR., M.D. 


Ophthalmology, Otolaryngology 
FRANCIS H. LEE, M.D. 


Treasurer: 


RICHARD J. 


WEBSTER P. BARNES, 
JOHN H. REED, JR., 


JOHN ROBERT ‘MASSIE, PiR., M.D. 


JOSEPH W. COXE III, M.D. 


Dental Surgery 
JOHN BELL WILLIAMS, D.D.S. 
Urology 


AUSTIN I. DODSON, 
CHAS. M. 


M.D. 
NELSON, M.D 


AUSTIN I. DODSON, JR., M.D. 


W. HUGHES EVANS, M.D. 
W. H. COX, M.D. 


Bronchoscopy 


GEORGE AUSTIN WELCHONS, M.D. 


Roentgenology 
JESSE N. CLORE, JR., M.D. 


STUART J. EISENBERG, M. 


Pathology 


Pediatrics 


Free Parking for Patrons 


J. H. SCHERER, 
JOHN L. THORNTON, MLD. 


HUBERT T. DOUGAN, M.D. 
JONES, BS., C.P.A. 


Anesthesiology 
HETH OWEN, JR 
WILLIAM B. MONCURE, M. 
BEVERLY JONES, M.D. 


D. 


D. 


STUART 


Medicine: 


JoHn D. M.D. 
WyYNDHAM B. BLANTON, 


JoHN W. PoweEL1, M.D. 


Davin C. Forrest, M.D. 
Orthopedics: 


Pediatrics: 


W. L. Mason, M.D. 
Anesthesiology 


HetTH OweEN, Jr., M.D. 


RICHMOND, VIRGINIA 


MANFRED CaLL, III, M.D. 
M. Morris PIncKNey, M.D. 
ALEXANDER G. Brown, III, M.D. 


Obstetrics and Gynecology: 
Durwoop Succes, M.D. 
Sporswoop Rosrns, M.D. 


BEVERLEY B. CLary. M.D. 
James B. M.D. 


CHARLES P. MancumM, M.D. 
Epwarp G. Davis, Jr., M.D. 
Ophthalmology, Otolaryngology: 


B. Moncure, M.D. 


CIRCLE HOSPITAL 


413-21 Sruart CIRCLE 


Surgery: 
A. STEPHENS GRAHAM, M.D. 

CHARLES R. Rosrns, M.D. 
CARRINGTON WILLIAMS, M.D. 

RrcoHarD A. MicHavx, M.D. 


Jr., M.D. CARRINGTON WILLIAMS, Jr.. 


M.D. 


Frank M. Bianton, M.D. 


Urological Surgery: 
FRANK Po.e, M.D. 


Oral Surgery: 
Guy R. Harrison, 


Plastic Surgery: 
Hunter S. Jackson, M.D. 


Roentgenology and Radiology: 
M. Hopces, M.D 
L. O. Sneap, M.D. 
Hunter B. FriscuKorn, Jr., M.D. 
WrraM C. Barr. M.D. 


Pathology: 

James B. Roserts, M.D. 
Physiotherapy: 

Miss ETHELEEN DALTON 


Director: 
CHaRLEs C. HoucH 


D.D.S. 
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Adequate Hospitalization 
for Treatment of Alcoholics 


Doctors find the modern facilities and specialized care 
available at White Cross Hospital meet a vital need. 


Affords Sympathetic Atmosphere, 
Encouraging Personal Attention, 
Specially Trained Staff 


It is generally believed that alcoholism is self- 
imposed. Often in general hospitals the alcoholic 
patient is not considered to be “legitimately” sick, 
which results in the wrong psychological and 
emotional atmosphere that aggravates the condi- 
tion. This is why more and more doctors with 
alcoholic cases where hospitalization is essential 
are utilizing the facilities at White Cross Hospital, 
devoted to the treatment of alcoholics exclusively. 
Here a sympathetic, comfortable and pleasant 
atmosphere—so essential to rehabilitation—is 
assured. The White Cross staff, trained in the 
special problems of the inebriate, is adequate 
to assure prompt attention at all hours. The White 


Cross Hospital is under the direction of a compe- 
tent licensed physician, with five consulting physi- 
cians subject to call. Registered nurses and techni- 
cians are in charge 24 hours daily. 


Safe, Effective White Cross Treatment 


A private hospital offering scientific, institutional, 
medical, psychological, reflex, reduction and other 
methods for the rehabilitation of consent patients 
suffering from alcoholism. With the consent of the 
doctor and patient, the regular White Cross pro- 
cedure is followed. At your request, your patient 
remains entirely under your supervision. You may 
come and go in White Cross Hospital at will, and 
will find the staff completely cooperative. Your 
recommendations will be followed to the letter. 

All equipment modern with facilities to take 
care of 50 patients both male and female. 


Salem, Va. Hospital 


Approved and licensed by the Virginia State Hospital Board, Member Ameri- 
can Hospital Association. Located atop beautiful Mt. Regis, in the quiet serene 
mountains of Virginia—conducive to rest, comfort and rehabilitation. 


For information phone or write for booklet 
Rates Reasonable 


WHITE CROSS HOSPITAL 


Five miles west of Roanoke on route No. 11 
Salem, Virginia—Phone Salem 4761 


Copyright 1955 H.N. Alford, Atlanta, Go. 
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RICHMOND EYE HOSPITAL 
RICHMOND EAR, NOSE AND THROAT HOSPITAL 


(COMBINED) 
RICHMOND, VIRGINIA 


A new non-profit Community Hospital special- 
ly constructed for the treatment of Eye, Ear, 
Nose and Throat Diseases, including Laryngeal 
Surgery, Bronchoscopy and Plastic Surgery of 
the Nose. 


Professional care oftered a limited number 


of charity patients. 


ADDRESS: JULIA WAGNER WATERS, R.N., Administrator 408 North 12th Street 


ST. HOSPITAL 


RICHMOND 20, VIRGINIA 


ESTABLISHED 1912 


Austin I. Dopsoxn, M.D. Guy W. Horsey, M.D. Douctas G. CHAPMAN, M.D. 
Urology General Surgery and Gynecology Internal Medicine 


Austin I. Dopson, Jr., M.D. ELMER S. Ropertson, M.D. 
Urology James T. Gianoutis, M.D. Internal Medicine 
General Surgery and Gynecology 
J. Epwarp Hitt, M.D. lr. E. Stantey, M.D. 


Urology Internal Medicine 


For the care of surgical, gynecological, urological and medical cases. 


Epwarp L. Harris, ddministrator 
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Relieve moderate or severe pain 
Reduce fever 


Alleviate the general malaise of 
upper respiratory infections 


“Subject to Federal Narcotic Regulations 


& BURROUGHS WELLCOME & CO. (U.S.A. INC., Tuckahoe, New York 


| OF 
PROVEN 
RELIEF 


gr. 


gr. % 


gr. % 


. 
maximum codeine analgesia /optimum antipyretic action 4 ‘ 
| 


relie 


--.from to severe by tension, Gnd 


Codeine Phosphate .....,. 
Phenobarbital .. . 
Acetophenetidin . 

Aspirin ( Acetylsalicylic Acid) 


Codeine Phosphate .. . 
Phenobarbital 

Acetophenetidin << 
Aspiria (Acetylsalicylic Acid) . .. 


...from pain of muscle and joint origin, simple headache, neuralgia, 
and the symptoms of the common cold. 


‘TABLOID’ 


EMPIRIN COMPOUND 


Acetophenetidin .. gr.2% 
Aspirin (Acetylsalicylic Acid)... .... gr. 3% 


...from mild pain complicated by tension and restlessness. 


Aspirin (Acetylsalicylie Acid) ....... gr. 3% 


*Subject to Federal Narcotic Regulations 
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An Institution for the diagnosis and treatment 
drug and alcohol habituation. 
Insulin Coma, 


Electroshock and Psychotherapy are 
laboratory 


facilities including electroencephalography 
Appalachian Hall is located in Asheville, 
climate for health and comfort. 


Wa. Ray GRIFFIN, JR., 
RoBerT A. GRIFFIN, JR., 


M.D. 
M.D. 


For rates and further information write APPALACHIAN HALL, 


of Psychiatric and Neurological illnesses, 


North Carolina, 
There are ample facilities for clasification of patients, rooms single or en suite. 


EsTABLISHED 1916 


® Asheville, North Carolina 


rest, convalescence, 


employed. The Institution is equipped with complete 
and X-ray. 


a resort town, which justly claims an all around 


Mark A. GrirFIn, Sr., M.D. 
Mark A. GRIFFIN, JR., M.D. 


ASHEVILLE, N. C. 


THE 


KEELEY 
INSTITUTE 


447 W. Washington St. 
GREENSEORSG, 


Out-Patient Clinic 


And Hospital For Rehabilitation oF 
The ALCOHOLIC 


. Ben F. Fortune, MD: Associate Medical Sliester 
R. H. Dovenmuehle, MD: Consultant in Psychiatry 


In-patients are accepted in state of acute 


NORTH CAROLINA 


Your one-stop direct source for the 


FINEST IN X-RAY 


apparatus ...service... supplies 


DIRECT FACTORY BRANCHES 


BALTIMORE 
3012 Greenmount Ave. * HOpkins 7-5340 


NORFOLK 
218 Flatiron Bldg, MAdison 5-0561 


RICHMOND 
3425 W. Leigh St. ¢ ELgin 9-5059 


ROANOKE 
115 Albemarle St., S.E. ¢ Dlamond 3-6209 
WASHINGTON, D. C. 
406 15th St., N.W. + STerling 3-2546 


RESIDENT REPRESENTATIVE 


LYNCHBURG 


M. C. TAYLOR, 2455 Rivermont Ave. ¢ Phone 2-6776 


Vou. 


85, 
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For the 


Discriminating 


At All 
DEPENDABLE 
PRESCRIPTION SERVICE 


and 


SERVICE TO PHYSICIANS 


PATTERSONS 


SAFE SERVICE DRUG STORES 


Eye Physician 


Depend on the Services of a 
Guild Optician 


Lynchburg, Virginia Prescription Specialists 


A. G. JEFFERSON Lynchburg, Va. Martinsville, Va. 


Ground Floor Allied Arts Bldg. Danville, Va. Altavista, Va. 


Winston-Salem, N. C. 
Exclusively Optical 


REG. US. PAT. OFF. 


SIGN OF GOOD TASTE 


VIRGINIA MEDICAL MONTHLY 
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make Coke the 
i drink in all the world. 


“Premarin” with Meprobamate new potency 


Each tablet contains 0.4 mg. ‘’Premarin,’” 200 mg. meprobamate 


For undue emotional stress 
in the menopause 


WRITE SIMPLY... 


Supply: 


No. 880, PMB-200 

bottles of 60 and 500. 

Also available as No. 881, PMB-400 
PMB-400 (0.4 mg. “Premarin,” 400 mg. meprobamate bottles of 60 and 500. 


in each tablet). 


AYERST LABORATORIES ° New York 16, New York . Montreal, Canada 


Premarin®’’ conjugated estrogens (equine) Meprobamete licensed under U.S. Pat. No. 2,724,720 


for your complete insurance needs... 


PROFESSIONAL 
PERSONAL 
PROPERTY 


CHOICE OF THE MEDICAL SOCIETY 
OF VIRGINIA FOR PROFESSIONAL 
LIABILITY INSURANCE 


FIR [Ng 


THERE IS A SAINT PAUL AGENT IN YOUR COMMUNITY 
AS CLOSE AS YOUR PHONE 
VIRGINIA HEAD OFFICE: 721 AMERICAN BUILDING 
RICHMOND 4, VIRGINIA 
PHONE 3-0340 
HOME OFFICE: 111 W. FIFTH STREET, ST. PAUL 2, MINNESOTA 
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JOINTS INVOLVED IN GOUT 


INITIAL SUBSEQUENT : 
ATTACK ATTACKS 


10% 
16% 
4% 20% 


68% 24% 18% 


Recurrent joint pain followed by 
long periods of complete remis- this case involving the olecranon 
sion. (Percentages refer to inci- bursa. 

dence.) 


SERUM URIC ACID 
CONCENTRATION 


NORMAL RANGE GOUTY RANGE | 


4. Colchicine test: full dose (0.5 
mg.) every 1 to 2 hours until pain 


= is relieved or nausea, vomiting or 

3. Elevated serum uric acid levels. diarrhea occur. The test requires 
usually 8 to 16 doses. Pain relief 
is highly indicative of gout. 


FROM THESE GOUT: 


RBENEMID 


PROBENECID 


A SPECIFIC FOR GOUT 


Once findings point to gout, long-term management can be started 
with BENEMID. This effective uricosuric agent has these unique 
benefits: 


Urinary excretion of uric acid is approximately doubled. 

Serum uric acid levels are reduced. 

Uric acid deposits (tophi) in tissues are mobilized. 

Formation of new tophi can often be prevented. 

Fewer attacks and severity is reduced. & 
RECOMMENDED DOSAGE: 0.25 Gm. (1% tablet) twice daily for 
one week followed by 1 Gm. (2 tablets) daily in divided doses. MERCK SHARP & DOHME 
BENEMID is a trade-mark of Merck & Co., Inc. DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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respiratory infections 
gastrointestinal infections 
genitourinary infections 
miscellaneous infections 


immediate 


therapeutic 
response 
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use 


Sum 


Squibb Crystalline Tetracycline Phosphate 


Complex 


intramuscular 


with Xylocaine® 


250 mg. per 1 dose vial 
100 mg. per 1 dose vial 


@ when oral therapy is contraindicated (vomiting, dysphagia, 
intestinal obstruction, gastrointestinal disorders) 


@ when the patient is comatose or in shock 
postoperatively 
1. 
= 
3. 


fast peak blood and tissue concentrations 


high cerebrospinal levels 


for practical purposes, Sumycin is sodium-free 


Each vial contains tetracycline phosphate complex equivalent 
to 250 mg., or 100 mg., of tetracycline HCI. (Note: 250 mg. 
dose may produce more local discomfort than the 100 mg. 
dose.) 


FLEXIBLE DOSAGE FORMS FOR CONTINUING ORAL THERAPY 


Tetracycline phosphate 
complex equiv. 
tetracycline HC! (mg.) Packaging 


Capsules (per capsule) 


250 Bottles of 


16 and 100 


Half Strength Capsules 
(per capsule) 


Bottles of 
16 and 100 


60 cc. bottles 


Suspension 
(per 5 cc. teaspoonful) 


Pediatric Drops 
(per cc.—20 drops) 


10 cc. botties 
with dropper 


Squibb Quality—the Priceless Ingredient 


“SUMYCIN'S IS A SQUIBE TRADEMARK ASTRA PHARMACEUTICAL PRODUETS. INC. 
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OF DERMATOSES.. 
(Regardless of 


Nad 


* J.A.M.A, 166:158,1958; Welsh,A_L. and Ede,M 


1. Clyman, S. G.: Postgrad. Med. 21:309, 1957. 
prompt phases. * 2. Bleiberg, J.: J. M. Soc. New Jersey 53:37, 1956. 


3. Abrams, B. P, and Shaw, C.: Clin. Med. 3:839, 1956. 
4. Welsh, A. L., and Ede, M.: Ohio State M. J. 50:837, 1954, 
RAG REED & CARNRICK / sersey City 6, New Jersey 5. Bleiberg, J.: Am. Practitioner 3:1404, 1957. 


with 
IN ARTHRITIS 


salicylate benefits with 
minimal salicylate drawbacks 


Rapid and prolonged relief — with less intoler- 
ance. The analgesic and specific anti- 
inflammatory action of BUFFERIN helps re- 
duce pain and joint edema—comfortably. 
BUFFERIN caused no gastric distress in 70 
per cent of hospitalized arthritics with 
proved intolerance to aspirin. (Arthritics 
are at least 3 to 10 times as intolerant to 
straight aspirin as the general population.') 
No sodium accumulation. Because BUFFERIN is 
sodium free, massive dosage for prolonged 
periods will not cause sodium accumula- 
tion or edema, even in cardiovascular cases. 


Each sodium-free BUFFERIN tablet contains acetyl- 
salicylic acid, 5 grains, and the antacids magnesium 
carbonate and aluminum glycinate. 


Reference: 1. J.A.M.A. 158: 386 (June 4) 1955. 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS 


Bristol-Myers Company 
19 West 50 St., New York 20, N. Y 
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in very special cases 


a very superior brandy... 
specify 
kkk 


HENNESSY 


COGNAC BRANDY 
84 Proof | Schieffelin & Co., New York 


The State Board of Medical 
Examiners of Virginia 


The next meeting of the Virginia Board of 
Medical Examiners will be held in the Rich- 
mond Hotel, Richmond, Virginia, June 11, 1958. 
The examinations will be held in the same 
hotel June 12th to 14th, inclusive. All applica- 
tions and other documents pertaining to the 
examinations or to matters to be discussed by 
the Board must be on file in the Secretary’s 
office on or before May 20, 1958. The Secretary 
of the Board is Dr. K. D. Graves, 631 First 
Street, S. W., Roanoke, Virginia. 


The FOR EXCEPTIONAL 
CHILDREN 


Year round private 


Thompson 
home and school for 


Homestead infants, children and 
adults on pleasant 250 
School 


acre farm near Char- 
lottesville. 


Write for booklet. 


Mrs. J. Bascom THOMPSON, Principal 
FREE UNION VIRGINIA 


is the symbol 
of the 


Standardized 
Tablets 


Quinidine Sulfate 


Natural 


0.2 Gram 
(approx. 3 erains) 
produced by 
Davies, Rose & Co., Ltd. 


By specifying the name, the 
physician will be assured that this 
standardized form of Quinidine 
Sulfate Natural will be dispensed 
to his patient. 


(linical samples sent to physicians 
on their request 


Davies, Rose & Co., Ltd. 


Boston 18, Mass. “i 
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ACHROCIDIN 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC COMPOUND LEDERLE 


A versatile, well-balanced formula capable of modifying TABLETS (sugar coated) Each Tablet contains: 


the course of common upper respiratory infections... een naga Tetracycline 
particularly valuable during respiratory epidemics; when Caffeine 

bacte rial complications are likely; when patient's history 
is positive for recurrent otitis, pulmonary, nephritic, or Bottles of 24 and 100. 
rheumatic involvement. SYRUP (lemon-lime flavored) Each teaspoonful (5 cc.) 
contains: 
ACHROMYCIN® Tetracycline 


Adult dosage for ACHROcIDIN Tablets and new caffeine- equivalent to tetracycline HCl 


free ACHROCIDIN Syrup is two tablets or teaspoonfuls of Salicybewide 

syrup three or four times daily. Dosage for children ac- Ascorbic Acid (C) 

cording to weight and age. Methylparaben 


Propylparaben 
Available on prescription only. Bottle of 4 oz. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
*Trademark 
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She’s Been $0 NATED 


She’s just one of more than a million patients who have been treated with 
Ultrasound by the more than 20,000 physicians using Ultrasonics in their 
practices. If you are thinking of buying an Ultrasonic examine the 
mechanical features : look at the transducer. Is it adaptable (adjustable) 
to all five of the recommended treatment positions ? Is the crystal small 
enough (5CM? is the experts’ choice) to treat the concave areas ? Is the 
electronic circuit stable so that output remains constant throughout 
treatment ? Is the dosage always what reads on the meter ? Is the 
manufacturer experienced in producing equipment for the medical 
profession ? Does he have dealers everywhere to give you service when 
you need it 7? You owe it to yourself to know the answers to these questions. 
In all sincerity we believe that every Birtcher MEGASON Ultrasonic 
(there are four models, you know) will meet your every qualification. 


page booklet THE BIRTCHER CORPORATION 


ics in a Nutshell” Department VM-}58 
asked sues. 4871 Valley Blvd., Los Angeles $2, California 
tions about ultra- : (Send mea copy of “Medical Ultrasonics in a Nutshell” 


d and tai : 
(I would like a demonstration in my office. 


medical journal 3 Dr. 


articles. 
Address 


THE BIRTCHER CORPORATION City 


4371 Valley Blvd., Los Angeles 32, California 
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IN ALL DIARRHEAS... REGARDLESS OF ETIOLOGY 


SULFASUXIDINE PECTIN-KAOLIN-NEOMYCIN SUSPENSION 


SOOTHING ACTION... Kaolin and pectin coat and soothe the inflamed mucosa, ad- 
sorb toxins and help reduce intestinal hypermotility. 


BROAD THERAPY... The combined antibacterial effectiveness of neomycin and 


Sulfasuxidine is concentrated in the bowel since the absorption of both agents 
is negligible. 


LOCAL IRRITATION IS REDUCED and control is instituted against spread of infective 
organisms and loss of body fluid. 


PALATABLE creamy pink, fruit-flavored CREMOMYCIN is pleasant tasting, readily 
accepted by patients of all ages. 


* Sulfasuxidine is a trade-mark of Merck & Co., Inc. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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in each of these indications 
» for a tranquilizer... 


SR is a cardiac patient. His doctor 
put him on ATARAX because (+) 
it is an anti-arrhythmic and non- 
hypotensive tranquilizer. 


Other tranquilizers added to PN’s 
g. i. discomfort (he has ulcers). 
But now his doctor has him on 
ATARAX because (*) it lowers gas- 
tric secretion while it tranquilizes. 


Asthmatic JL used to have fre- 
quent tantrums followed by acute 
bronchospasm. Her family doctor 
tranquilized her with ATARAX be- 
cause \*) it is safe, even for chil- 
dren. 


Senile anxiety and persecution 
complex dogged Mrs. K. until her 
doctor prescribed ATARAX Syrup. 
(+) It tastes good, and it’s a per- 
fect vehicle for Mrs. K’s tonic. 


Dosage: Children, 1-2 10 mg. tablets or 
1-2 tsp. Syrup t.i.d. Adults, one 25 mg. 
tablet or 1 tbsp. Syrup q.i.d. 

Supplied: 10, 25 and 100 mg. tablets, bottles 
of 100. Syrup, pint bottles. Parenteral Solu- 
tion, 10 cc. multiple-dose vials. 
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“tt has a high degree vf clinical 
safety... itis considered 
to be the preferred antimalarial 
drug for treatment of disorders 
of connective tissue, because 
of the low incidence of gastrointestinal 
distress as compared fo that 


with chloroquine phosphate.’”’ 
— 
. Plaquenil is decidedly less toxie and better 
tolerated by the average patient, even in high 
dosage, than is chloroquine.” 


“,.. the least toxic of its class...” 
ATABRINE 


MY OROCHLORIDE 


PHOSPHATE 


Remarkably 
effective 


EFFECTS MARKEDLY REDNJCED 


DOSE: Initia! — 100 to 600 mge{2 or 3 tablets) Plaquenil sulfate daily. - Booklet 
Maintenance — 200 to 400mg. (1 or 2 tablets) daily. Write for 


Tablets of 200 mg., bottles of 100. 


REFERENCES: 


1. Scherbal, AL... Schuchter, S.L... and Harrison, J.W. Cleveland Clim. Quart. 24:98, Apr., 1957, 

Behock, AG, snd Alexander, Th< <-hoch section, Ball 5:25. 1958. Atabrine (brand of quinserine), Aralen (brand of chloroquine}, 

%. Cornbleet, Theodore: Arch. Dermat. 73-572, June, 1956, and Plaquenil (brand of hydroxychloroquine). 
trademarks reg. U.S. Pat, Off. 
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Banana Split Salad, 


Your patient has a wide choice of 
unseasoned, strained or chopped foods 


The Low 
Residue Diet 


Consommé can be served jellied or hot. Puréed 
vegetables folded into well-beaten egg can be 
baked to a puff. Chopped beef moistened with 
broth and mixed with bread crumbs shapes into 
patties. Eggs can be soft or hard-cooked by 
simmering. Flaked fish in lemon gelatin looks 
true to nature when your patient uses a mold. 


For banana-split salad he can try cottage 


| —and may we 
remind you that 
a glass of beer 
can make low- 
residue diets more 


palatable? 


cheese on banana and top with puréed apricots. 
Rice cooked in pineapple juice, water and sugar 
makes a golden dessert. For a parfait, try layers 
of farina pudding and puréed plums. 


Of course, you'll tell your patient just which 
foods you want him to have—and whether he 
can enjoy a glass of beer* with his meals. 


a) 4.3, Caiories/S Oz. 


glass (Average of American Beers) 


United States Brewers Foundation 
Beer — America’s Beverage of Moderation 


If you'd like reprints of this and 11 other diets, please write United States Brewers Foundation, 535 Fifth Avenue, New York 17, N. Y. 
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PHYSICIANS 
HAVE 
ASKED FOR 


Combining two ingredients 
for a children's analgesic 


Quite often, when children are administered an analgesic, 
a mild sedative is also indicated, to avoid the restlessness 
which frequently occurs as pain lessens. 

In BUTAPAP, for the first time, this unique combina- 
tion of drugs in easy-to-take liquid form provides a pre- 
paration that is highly useful wherever the allaying of 
pain or discomfort, fever, or restlessness is desired. 

In BUTAPAP the potent analgesic effect of acetyl-p- 
aminophenol is potentiated by the inclusion of butabar- 
bital sodium. The resultant effectiveness against pain and 
discomfort, and the unusual antipyretic action of acetyl-p- 
aminophenol, are reinforced by the sedative action of the 
butabarbital sodium, providing a preparation with wide 
clinical usefulness. 


Each 5 cc. teaspoonful of 
tasty Butapap contains: 


Butabarbita! Sodium (% ar.) 15.0 mg. 


Acetyl-p-an pt yr.) 120.0-mig. 


PRODUCTS CoO., INC. 
PETERSBURG, VIRGINIA 


CLINICAL SAMPLES SENT UPON REQUEST 
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EXHIBITS-ON-FILM 


The Filmstrip Library 
Of Scientific Exhibits 


a unique new medical communications service — produced by the 
Medical Education Department, Lakeside Laboratories, Inc. 


Significant scientific exhibits at medical meetings throughout the nation 
will be preserved on film...permanently available for study by the 


thousands of physicians anxious to keep up with the newest develop- 
ments in medicine and surgery. 


These filmstrips, together with recorded commentaries, will be given 
on request to Medical Schools, County, State and Sectional Medical 
Societies, not as a loan but as a permanent contribution. 


ready now for distribution 


Meeting, American Medical Association, New York, June 3-7, 1957. 


FILMSTRIP 1 PartI_ The Present Indications for Cardiac Surgery - 
Robert P Glover, Julio C. Davila and Robert G. Trout (Philadelphia) + Billings Gold 
Medal for excellence in the correlation and presentation of facts Part II Oral 
Organomercurial Diuretics + Sim P. Dimitroff and George C. Griffith (Los Angeles) 


FILMSTRIP 2 PartI_ The Hands in Arthritis and Related Conditions - 
Darrell C. Crain (Washington, D. C.) + Certificate of Merits Part II Intra- 
muscular Iron for the Treatment of Iron Deficiency Anemia in Infancy + Ralph O. 
Wallerstein, and M. Silvija Hoag (San Francisco) 


FILMSTRIP 3 PartI_ Bronchial Asthma+ John W. Irwin, Irving H. Itkin, 
Sandylee Weille and Nancy Little (Boston) * Honorable Mention Award: Part II 
The Direct (Open) Surgical Repair of Congenital and Acquired Intracardiac Mal- 
formations + C. W. Lillehei, H. E. Warden, R. A. DeWall, V. L. Gott, R. D. Sellers, 
M. Cohen, R. C. Read, R. L. Varco and O. H. Wangensteen (Minneapolis) - Hektoen 
Gold Medal for originality and excellence of presentation in an exhibit of original 
investigation 


Officers of Medical Societies and Medical School libraries wishing to start their 
library of Filmstrips of Scientific Exhibits now, should address their requests to: 
EXHIBITS-ON-FILM, Medical Education Department, Lakeside Laboratories, 
Inc., Milwaukee 1, Wisconsin 


Individual physicians who wish to arrange showings such as at hospital staff meetings 
should contact the secretary of their Medical Society or Medical School librarian. 
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with new 


C PETN + ATARAX) 


TeTRANITRATE) (BRAND OF HYOROXYZINE) 


ET. ? For cardiac effect: PETN is “. . . the most effective drug 
why PETN: currently available for prolonged prophylactic treatment 
of angina pectoris.” Prevents about 80% of anginal attacks. 


For ataractic effect: One of the most effective—and probably 
the safest—of tranquilizers, ATARAX frees the angina patient 
why ATARAX? of his constant tension and anxiety. Ideal for the on-the-job 
patient. And ATARAX has a unique advantage in cardiac 
therapy: it is anti-arrhythmic and non-hypotensive. 


why combine the two ? For greater therapeutic success: In clinical trials, CARTRAX 
was demonstrably superior to previous therapy, including 
PETN alone. Specifically, 87% of angina patients did better. 
They were shown to suffer fewer attacks . . . require less 
nitroglycerin ... have increased tolerance to physical effort 
... and be freed of cardiac fixation. 


1. Russek, H. I.: Postgrad. Med. 19:562 (June) 1956. 
Dosage and Supplied: Begin with 1 to 2 yellow CARTRAX “10” 
tablets (10 mg. PETN plus 10 mg. ATARAX) 3 to 4 times daily. 
NEW YORK 17, NEW YORK When indicated this may be increased by switching to pink CARTRAX 
Chak 20” tablets (20 mg. PETN plus 10 mg. ATARAX.) For convenience, 
‘ . write “CARTRAX 10” or “CARTRAX 20.” In bottles of 100. 
CARTRAX should be taken 30 to 60 minutes before meals, on a 


continuous dosage schedule. Use PETN preparations with caution 
*Trademark in glaucoma. 
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PALATABLE - DEPENDABLE + ECONOMICA 


‘ANTEPAR’ TABLETS - 
‘ANTEPAR’ WAFERS ~ 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N.Y. 
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SYRUP’- TABLETS - WAFERS 
Eliminate PINWORMS IN ONE WEEK 
ROUNDWORMS IN ONE OR TWO DAYS 


(CHLOROTHIAZIDE) 


EDEMA 


Start therapy with one or two 500 mg. 
tablets of ‘DIURIL’ once or twice a day. 


BENEFITS: 


@ The only orally effective nonmercurial agent 
with diuretic activity equivalent to that of the 
parenteral mercurials. 


e Excellent for initiating diuresis and maintaining 
the edema-free state for prolonged periods. 


@ Promotes balanced excretion of sodium and 
chloride—without acidosis. 


Any indication for diuresis is an in- 
dication for 'DIURIL’: 


Congestive heart failure of all degrees of severity; 
premenstrual syndrome (edema); edema and toxe- 
mia of pregnancy; renal edema—nephrosis; ne- 
phritis; cirrhosis with ascites; drug-induced edema. 
May be of value to relieve fluid retention compli- 
cating obesity. 

SUPPLIED: 250 mg. and 500 mg. scored tablets 'DIURIL' 
(chlorothiazide); bottles of 100 and 1,000. 


‘DIURIL' and 'INVERSINE' are trade-marks of Merck & Co., Inc. 


MERCK SHARP & DOHME 


Division of MERCK & CO., Inc., Philadelphia 1, Pa. 
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INITIATE 'DIURIL'’ THERAPY 
'DIURIL' is given in a dosage range of from 250 
mg. twice a day to 500 mg. three times a day. 
9) ADJUST DOSAGE OF OTHER AGENTS 
#~/ The dosage of other antihypertensive medication 
(reserpine, hydralazine, etc.) is adjusted as indi- 
cated by patient response. If the patient is estab- 
lished on a ganglionic blocking agent (e.g., 'IN- 
VERSINE') this should be continued, but the total 
daily dose should be immediately reduced by 25 
to 50 per cent. This will reduce the serious side 
effects often observed with ganglionic blockade. 


ADJUST DOSAGE OF ALL MEDICATION 

3 The patient must be frequently observed and care- 
ful adjustment of all agents should be made to 
determine optimal maintenance dosage. 


BENEFITS: 


» improves and simplifies the management of hypertension 
» markedly enhances the effects of antihypertensive agents 


« reduces dosage requirements for other antihypertensive 
agents—often below the level of distressing side effects 
«smooths out blood pressure fluctuations 


INDICATIONS: management of hypertension 


Smooth, more trouble-free manage- 
ment of hypertension with ‘DIURIL’ 


é 
é 
ae 
‘ Pow } 
4 
\ 
\ 
7 
| 
( 
\ A Jal 
4 
Ss 
\ 
| 
\ 
PIE 


Complete 
Printing and Binding Service 


Commercial, Book and Job Work, Catalogues—Publications 
Advertising Literature, Booklets—Broadsides 
Office and Factory Forms 
Loose-Leaf and Manifold Forms—Ledger Leaves and Loose-Leaf Binders 
Paper Ruling 
Complete Binding Equipment 


Complete Service Under One Roof 


Acquaint us with your requirements. We serve you efficiently and economically. 


Dial MI 3-1881 


WILLIAMS PRINTING CO. 


11-1315 North Fourteenth Street RICHMOND, VIRGINIA 
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Plyler’s Nursing Home, Mrs. Westbrook Sanatorium 


White Cross Hospital 
Williams Printing Co.__------ 


Throat Hospital 
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Provides therapeutic quantities of all known hematinic factors 


Potent “Trinsicon’ offers complete and 


vide at least an average dose of iron for 
convenient anemia therapy plus max- hypochromic anemias, including nutri- 
imum absorption and tolerance. Just two tional deficiency types. The intrinsic fac- 
Pulvules “Trinsicon’ daily produce a tor in the “Trinsicon’ formula enhances 
standard response in the average uncom- (never inhibits) vitamin B,, absorption. 
plicated case of pernicious anemia (and Available in bottles of 60 and 500. 

related megaloblastic anemias) and pro- T 


LILLY AND COMPANY ce INDIANAPOLIS 6, INDIANA, U.S.A. 


819034 
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CREMIN 


LYSINE-VITAMINS 


i 


CORRECTS 

IRON DEFICIENCY 
AS IT 
STIMULATES 
APPETITE 


DELICIOUS CHERRY FLAVOR 
©) DESIGNED TO APPEAL TO 
BOTH CHILDREN ANB ADULTS 


‘FOR CHILDREN 
. Supplies essential Iron as ferric pyrophos- 
phate, highly stabie, well-tolerated, readily 
absorbed; essential vitamins By, Bg and By, 
established as appetite stimulants; essential 


|-Lysine for greater protein economy in the 
pediatric diet. 


INCREMIN Syrup 


: Each teaspoonful (5 cc.) contains: 
\-Lysine HCI 
Ferric Pyrophosphate (Soluble) 
tron (as Ferric Pyrophosphate) 
Vitamin B12 Crystalline 


@REG. PAT. OFF. 


_ LEDERLE LABORATORIES DIVISIGN, AMERICAN CYANAMID COMPANY, PEARL RIVER, N.Y 


A) 
{iff 


No Tolerance Development 


Lower Incidence of Depression 


2 s just two tablets 
at bedtime 
. After full effect 


ALSEROXYLON, 2 MG. one tablet suffices 


For gratifying Rauwolfia response 
virtually free from side actions 


When more potent drugs are needed, prescribe 
Rauwiloid® + Veriloid® 
clseroxylon 1 mg. and alkavervir 3 mg. 
for moderate to severe hypertension. 
Initial dose 1 tablet t.i.d., p.c. 
Rauwiloid® + Hexamethonium 
clseroxylon mg. and hexamethonivm chloride dihydrate 250 mg. 
in severe, otherwise intractable hypertension. 
Initial dose 4 tablet q.i.d. 


Both combinations in convenient single-tablet form. 


any such hypertensives | 
| havebeenon 
/ forthree years 
“alseroxylon (Rauwiloid] is an anti- 
hypertensive agent of equal therapeutic 
Riker) 
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in G.I. disorders 


‘Compazine’ controls tension 
— often brings complete relief 


In such conditions as gastritis, pylor- 
Ospasm, peptic ulcer and spastic 
colitis, “Compazine’ not only re- 
lieves anxiety and tension, but also 
controls the nausea and vomiting 
which often complicate these 
disorders. 

Physicians who have used ‘Com- 
pazine’ in gastrointestinal disorders 
—often in chronic, unresponsive 
cases—have had gratifying results 
(87% favorable). 


Compazine 


the tranquilizer and antiemetic 
remarkable for its freedom from 
drowsiness and depressing effect 
Available: Tablets, Ampuls, Multi- 
ple dose vials, Spansule® sustained 


release capsules, Syrup and Sup- 
positories. 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, $.K.F. 
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